Golden nnive wary olume 


OF THE 


AMERICAN 
OSTEOPATHIC ASSOCIATION 


Vol. 50, No. 2 


212 E. Ohio St., Chicago 11, IIl. 


October, 1950 


New! Anson’s Atlas of Human Anatomy 


This magnificent new atlas is unique in many ways. 
For instance : 


Its 1301 illustrations are based on original dissections 
and not merely copied from classical concepts of 
structure (more than 13,500 specimens were studied 
in Dr. Barry Anson’s laboratory over a period of 
many years). Variations from normal anatomy are 
presented and the incidence given for each, so that 
the reader may learn to expect variations and under- 
stand them when they occur. The illustrations them- 


selves are considered to be the most graphic and useful 
portrayals of human anatomy available anywhere 


today. 


The presentation is regional. Generally, figures are 
arranged in serial sets in the order of progressively 
deeper dissections. You will find this the most useful 
and usable “anatomy” you have ever encountered. 

By Barry J. Anson, Ph.D., Professor of Anatomy, Northwestern 


University Medical School. 518 pages, 8” x 10%", with 1301 illustrations, 
93 in color. $11.50 New. 


W. B. SAUNDERS COMPANY ° West Washington Square, Philadelphia 5 


Convenient 


for you... 


for your patient 


c ATHARTIC 


the saline laxative— 


Whether your patient needs a laxative, or an aperient, or a cathar- 
tic you’ll find it more convenient to write Sa, HEPaTica on your 
prescription pad. No need to specify all the ingredients of three 
separate formulas, just prescribe Sat Hepatica and indicate the 
dosage. 

Your patients will find Sat Hepatica convenient, too. No 
cluttering of shelves with bottles of different laxatives when one 
will serve. They'll like its pleasant taste, its effervescence—and, 
of course, its prompt, gentle action. 


a product of BRISTOL-MYERS ~©° 19 West 50 Street, New York 20, N. Y. 
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so versatile is the Picker “Century” x-ray 
unit that it can be virtually “custom-fitted” to 
your need. This will give you some idea of 

the wide latitude of choice available to 

you in this popular* moderate - priced 
machine. Investigate the “Century” before 

making any x-ray investment. 


*Popular? There are more Picker 
“Century” 100 MA x-ray units 
actively in use than any 

other similar apparatus. 


...let your local Picker 
man show you why PICKER X-RAY | CORPORATION 


300 FOURTH AVE. | NEW YORK 10. N.Y 
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GOOD Davis BOOKS 


MURPHY 


ACUTE MEDICAL DISORDERS 


Acute disorders are apt to occur with dramatic sudden- 
ness and the physician must be prepared to act quickly. 
The diagnostic procedures and methods of treatment 
which up to this time have been found most helpful in 
the management of these disorders in the home, street 
or factory are here concisely and clearly presented. 


Many chapters in this new third edition have been 
rewritten and additions have been made in practically 
every chapter. Dr. Murphy’s book is being acclaimed 
by physicians everywhere as one of their most helpful 
books. 


THIRD EDITION 584 Pages (6”’x9”) 29 Illustrations ..$7.50 
By Francis D. Murphy, M.D., F.A.C.P., Professor and Head of the Department of Medicine, Marquette University School of Medicine. 


BACH 


ARTHRITIS and RELATED CONDITIONS 


The study and successful treatment of thousands of 
patients in America’s oldest arthritic clinic are pre- 
sented in this volume. All the methods and phases of 
effective treatment that have been employed and which 
can be immediately applied by the general practitioner 


486 Pages (6”’x9”) 146 Illustrations 


are included.. An authoritative work on clinical arthri- 
tis that was written by practicing physicians to fit the 
needs of practicing physicians. Considers the patient 
rather than an isolated joint. 


By Theodore Franklin Bach, M.D., F.A.C.P., Assistant Professor of Medicine, Graduate School of Medicine, University of Pennsylvania and 


Eleven Collaborators. 


STRUMIA AND McGRAW 


BLOOD and PLASMA “TRANSFUSIONS 


Because of the dual nature of the problems of trans- 
fusion, technical and clinical phases are here brought 
together as a single unit. Blood and plasma trans- 
fusions have assumed a place of ever-increasing impor- 


508 Pages (6”x9”) 124 Illustrations 


tance in therapy. The eminent authors of this book 
present the most rational clinical approach to the sub- 
ject and the simplest, safest and most satisfactory 
laboratory methods. 


By Max M. Strumia, M.D., Sc.D., (Med.), Associate Professor of Pathology, Graduate School of Medicine, University of Pennsylvania and John 
J. McGraw, Jr., M.D., Instructor in Pathology, Graduate School of Medicine, University of Pennsylvania. 


GOODALE 


CLINICAL INTERPRETATION of LABORATORY TESTS 


The numerous laboratory tests available today make it 
necessary to have an interpretative text at hand. This 
new book by bringing together the laboratory and the 
clinic, presents ready information on the interpretation 


622 Pages (6”x9”) 107 Illustrations 3 in Color 


of laboratory tests and the most helpful laboratory 
procedures applicable to the diagnosis of a given 
disease. Each disease which lends itself to labora- 
tory diagnosis is briefly outlined. 


F. A. DAVIS COMPANY, 


Please send books listed below and charge my account— 


1914-16 CHERRY STREET, 
PHILADELPHIA 3, PA. 
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HOW DO YOU MEASURE BLOODPRESSURE, DOCTOR? 
DO YOU USE ACTUAL MILLIMETERS OF MERCURY? 
—— OR A SUBSTITUTE? 


Michael Servetus (1511+53) 


who stated the hypothesis 
EDICAL PRACTICE has under- circulatio 


gone many changes since the 
time of Michael Servetus. Yet certain 
fundamental discoveries, like the law of gravity, are no different 
today. The actual mercury column remains the standard* measure 
of bloodpressure. The BAUMANOMETER is built on the principle by 
which all other types of bloodpressure apparatus are regularly 
checked for accuracy.* 


Yes, the BAUMANOMETER can be depended upon to give you the 
accurate readings you need for correct diagnosis and treatment. 
This instrument has been designed to meet your requirements, as 
you have expressed them through the past decades. 


There is a BAUMANOMETER to meet your every need. The handy, 
portable STANDBY model, calibrated to 300 mm/Hg is easily moved 
from place to place in office or hospital. The WALL model, for 
examining rooms and the 300 model, for desk use, are also cali- 
brated to 300 mm/Hg. Finally, there is the KOMPAK model, that 
registers to 260 mm/Hg and weighs only 30 ounces. It will carry 
handily in your bag. 

All are scientifically accurate, all are sturdy, and simple to use. 
All are equipped with the new accurate AlrR-LOK Cuff, so simple 
to use it can be applied in a matter of seconds. 


“una we send you a copy of U.S. Bureau of Standards we 
; Paper No. 352 **Use and Testing of Sphyg 


Lifetim 


STANDARD FOR BLOODPRESSURE 


SINCE 1916 ORIGINATORS AND MAKERS OF BLOODPRESSURE APPARATUS EXCLUSIVELY 
W. A. BAUM CO., INC. - NEW YORK 1, N.Y. 
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y A distinetly superior estrogen for intramuscular injection, 


MIcROPELLETs® (aqueous suspension of estradiol) offers ~ 
rapid effect uniform absorption- 

Ki 
\ | prolonged action __ overall efficiency 


) { Reducing the “lag time” between injection/and onset of relief, 
h if MICROPELLETS PROGYNON acts more rapidly than other estrogens in 
i\ / suspension. Because estradiol microcrystals remain in situ for 
~ | \ , a week or longer, hormonal effects are sustained. \ l cc. dose of 
MICROPELLETS PROGYNON contains 1 mg. éstradiol U. and 
7 represents 12,000 Allen-Doisy Rat alts or (for comparison ) 


120,000 1.U. in terms of estrone. 


PROGYNON 


Packaging: Micrope.tets ProéyNnon: 
Multiple dose vials of 10 cc. containing 0.25 and. _ 
> > 1.0 mg. estradiol (3000 and 12,000 R.U.) per ce. 


| Boxes of 1 and 6 i 
CORPORATION - BLOOMFIELD, N. J. 
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NOW PROOBE... in an instant, Doctor, 
PHILIP MORRIS are LESS IRRITATING 


Just Make This Simple Test: 


..-light up a ... light up your present brand 
Puitip Morris DON'T INHALE. Just take a puff and 
Take a puff—DON’T INHALE. Just s-l-o-w-l-y let the smoke come through your 


s-l-o-w-l-y let the smoke come through your nose. Notice that bite, that sting? Quite a 
nose. Easy, isn’t it? AND NOW... difference from PHILIP Morris! 


YES, your own personal experience confirms the results of the clinical and 
laboratory tests.* With proof so conclusive, would it not be good practice to suggest 
PHILIP Morris to your patients who smoke? 


PHILIP MORRIS 


Philip Morris & Co., Ltd., Inc. 
100 Park Avenue, New York 17, N. Y. 


*Proc. Soc. Exp. Biol. and Med., 1934, 32, 241-245; N. Y. State Journ. Med., Vol. 35, 6-1-35, No. 11, 590-592; 
Laryngoscope, Feb. 1935, Vol. XLV, No. 2, 149-154; Laryngoscope, Jam. 1937, Vol. XLVII, No. 1, 58-60 
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“In addition to the relief of hot 
flashes and other undesirable 
symptoms (of the climacteric), 
a feeling of well-being or tonic ef- 
fect was frequently noted” after 
administration of “Premarin” 
Harding, F. E.: West. J. Surg. Obst. 
& Gynec. 52:31 (Jan.) 1944 


“Tt (‘Premarin’) gives to the pa- 
tient a feeling of well-being” 


Glass, S. J., and Rosenblum, G.: 
J. Clin, Endocrinol. 3:95 (Feb.) 1943 


the clinicians’ evidence 


“All patients (53) described a 

sense of well-being” following 

“Premarin” therapy for meno- 
pausal symptoms. 


Neustaedter, T.: Am. J. Obst. & 
Gynec. 46:530 (Oct.) 1943. 


“General tonic effects were note- 
worthy and the greatest percent- 
age of patients who expressed 
clear-cut preferences for any 
drug designated ‘Premarin?” 


Perloff, W. H.: Am. J. Obst. & 
Gynec. 58:684 (Oct.) 1949, 


Four potencies of “Premarin” 
permit flexibility of dosage: 2.5 
mg., 1.25 mg., 0.625 mg., 

0.3 mg. tablets; also in liquid 


form, 0.625 mg. in each 4 cc. (1 
teaspoonful). 


of the “plus” in 


Estrogenic Substances (water-soluble) 
also known as Conjugated Estrogens (equine) 


While sodium estrone sulfate is the 
principal estrogen in “Premarin? 
other equine estrogens ...estradiol, 
equilin, equilenin, hippulin...are 
probably also present in varying 
amounts as water-soluble conju- 


gates. 


Ayerst, McKenna & Harrison Limited 
22 East 40th Street, New York 16, N. Y. 
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TREASURE CHEST 


with Citrus Fruits and Juices 


The rich variety of nutrient factors* in 
citrus fruits and juices, and their high 
content of vitamin C and natural fruit 
sugars,* are medically noteworthy — for 
several reasons: they contribute helpfully 
to improvement of appetite* and digestion,’ 
to greater bodily energy® and stamina,° 
and to resistance to disease.” During 
pregnancy or lactation, before or after 
surgery, and for general nutritional 
support from infancy to old age, the 
refreshing goodness of low-cost, readily- 
available Florida-grown fruits and 
their juices proves universally appealing 
... whether in fresh, canned, frozen 
or concentrated form. ~* 


FLORIDA CITRUS COMMISSION 
LAKELAND, FLORIDA 


*Among the richest known sources of 
vitamin C are the citrus fruits. They also 
contain vitamins A, B, and P, and 
readily assimilable natural fruit sugars— 
together with other factors such as 
iron, calcium, citrates and citric acid. 


References: 1. Gordon, E.S.: Nutritional and 7 
Vitamin Therapy in General Practice, Year Book Pub., 
3rd ed., 1947. 2. Manchester, T.C.: Food Research, 
7:304, 1942. 3. McLester, J.S.: Nutrition and Diet, 
Saunders, 4th ed., 1944. 4. Rose, M.S.: Rose's 
Foundation of Nutrition, rev. by MacLeod and Taylor, 
Macmillan, 4th ed., 1944. S. H.C.: Ch 


of Food and Nutrition, Macmillan, 7th ed., 1946. i 


Oranges - Grapefruit 
Tangerines 
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*Trademark of Kremers-Urban Co. 


Professional sample vial of 5 cc. without cost or obligation. 
30-cc. vials of PHYATROMINE @ $6.00 per vial. 
Boxes of 25 1-cc. ampuls @ $6.00 per box. 


(Quantity prices on request) c.0.D. 


BOX 2038 


MILWAUKEE 1, 
WISCONSIN 
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KELEKET 


The KRF-3 Combination affords the doctor facilities for virtually all diag. 
nostic X-ray technics. This single tube unit is easily positioned for hori- 
zontal or vertical radiography or fluoroscopy. 
Manual or motor driven Tilt Table is quickly moved from 
vertical through horizontal to trendelenburg positions. 
The compact floor-to-ceiling tubestand and either a 
100 MA or 200 MA Generating Unit complete 
the low-priced Combination for the modest 
budget. 


WRITE FOR FREE DETAILED LITERATURE 


© 100 MA Automatic Multicron © 200 MA Automatic Multi- 
Combination © Radiography cron Combination © Radi- 
© Fluoroscopy © Superficial ography © Fluoroscopy 
Therapy © Spot-Film Technics © Superficial and Medium 
Ratings: 100 MA AT 90 PKV Therapy © Spot-Film Technics 

Ratings: 200 MA AT 125 PKV 


.-.complete 
diagnostic 
X-ray combination 


Shifting from radiography to fluoros- 
copy or back again, is extremely 
simple. As shown, the X-ray tube dur- 
ing horizontal (or vertical) fluoros- 
copy is slipped into bracket located 
beneath the table. Thus, automatically 
centered, tube and screen move freely 
and easily regardless of table tilt. 
Tube is positioned over table for 
radiographic technics. 


Commemorating 
the Golden Anniversary 
of the Journal of The 
American Osteopathic Association 
and of 
The Kelley-Koett 
Manufacturing Company 
1900-1950 


The Kelley-Koett Manufacturing Company 


20110 WEST FOURTH ST., COVINGTON, KENTUCKY 
THE OLDEST NAME IN X-RAY 
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Control of manufacture, under constant 
laboratory and clinical tests, assures the 
stability of Koromex Jelly and Cream, and 
sets a standard of consistent performance 
regardless of drastic temperature and cli- 
matic change. End results of this control are 
deeper penetration, firmer barrier action plus 
the fastest measurable spermicidal time. 


ACTIVE INGREDIENTS: BORIC ACID 2.0% OxYQUINOLIN 
BENZOATE 0.02% ANDO PHENYLMERCURIC ACETATE 
© O28 IN SUITABLE JELLY OR CREAM BASES 


A CHOICE OF PHYSICIANS 


HOLLAND-RANTOS COMPANY, INC. « 145 HUDSON STREET, NEW YORK 13, N.Y. 
MERLE | YOUNGS, PRESIDENT 
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How Pet Milk Helps You 
in the Management of 
Potentially Allergic Infants 


Food allergens are likely to be troublesome 
early in life ... and because of the high 
incidence of inherited tendency to develop 
allergies, there is always the possibility of 
actually producing allergy in the potentially 
allergic infant! 


Pet Evaporated Milk can help you avoid 
this problem. Heat-sterilization of Pet Milk 
removes whey proteins from solution so 
that they are not immediately absorbed, 
undigested, into the blood stream. Instead, 
these proteins are retained in the gastro- 
intestinal tract until they are digested and 
then absorbed as harmless amino acids. 


Many physicians find that 
using Pet Milk as routine 
first feeding of infants is a 
valuable prophylactic measure 
in avoiding sensitization 

to milk. 


Many infants, as well as 
older children and adults who 
are sensitive to other forms of 
milk, drink Pet Milk routinely 
and without difficulty! Try 

Pet Milk, the first evaporated 
milk, for the babies in 

your care! 


Favored Form 
of Milk for 
Infant Formula 


PET MILK COMPANY 
1464-J Arcade Building 
St. Louis 1, Missouri 
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B U l LD BLO O D 


IROCINE contains Iron Sodium Malate 

| Tahent 2503781), an entirely new form of iron, 
thesized especially for hemoglobin 
Constipation diarrhea and other gastro-intestinal = 
disturbances are rare. For extra fast action, 


Sodium Malate is catalyzed. af 


“Also available—ISOMAL TABLETS (formerly Irocine- 


Reed & Carnrick 


JERSEY CITY 6 NJ 
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Questi | 
estions every doctor is asked 


4. "Which evaporated milk should | use 
in my paby's formula?” 


nation, 


e yninterrupt 


PLEASE 
0.A. 
When you answet “Cat 
A milk qhich has been approved by the me 1c2 
= | profession for generations. And Carnation pro- 
ae rects your recommendation by maintaining un- | 
— >. surpassed standards of safety> yniformity, and 
ae nutritive value. Every can of Carnation Milk 
is processed with “prescription accuracy in 
Carnation s own strict gupervision- 
9. *Should | change to pottied milk when 
my baby goes off formula?” 
- , Medical experience indicates that there is no 
need to change tO another form of milk at this 
4,“ How can \ wean my baby from pottle stage of baby’s development Baby still needs the 
protection of Carnation's constant uniformity 
; to cup drinking * = and safety- Because Carnation is soft-curd milk— 
Baby natural resistance to change 18 increased heat refined and homogenized _ it is easier 
if the CUP contains milk with strange digest Carnation diluted with equal amount 
: taste. And the use of a different form of milk of water is whole milk of the highest quality: 
can lead to digestive upsets: Doctors have found 
that the combination of Carnation’ s familiat 
flavor and uniform composition facilitate the 
weaning process... while its 
ional qualities encourage 
healthy growth of the baby- 
da 
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PROVIDES PROTECTION WITHOUT IRRITATION 


Evidence obtained by direct-color photog- 
raphy shows that the cervix remains 
occluded for as long as ten hours after an 
application of “RAMSES”* Vaginal Jelly. 


“RAMSES” Vaginal Jelly immobilizes 
sperm in the fastest time recognized under 
the authoritative Brown and Gamble 
method of measuring the spermatocidal 
power of vaginal jellies or creams. This has 
been established by repeated tests for 
spermatocidal activity conducted by an 
accredited independent laboratory. 


Clinical observation of patients receiving 


*The word “RAMSES” is a registered trodemark of Julius Schmid, Inc. 


daily applications of “RAMSES” Vaginal 
Jelly for three-week periods reveals no evi- 
dence of irritation or other untoward effect. 


“RAMSES” Vaginal Jelly is acceptable to 
even the most fastidious patient because 
it provides efficient protection without 
leakage or excessive lubrication. It is avail- 
able at all pharmacies in regular and large 
tubes; the regular tube is also available in 
a package containing a measured appli- 
cator. 


Active Dodecaethyleneglycol Mono- 
laurate 5%, Boric Acid 1%, Alcohol 5%. 


logical divisi 


WOCZ 423 West 55th Street, New York 19, N.Y. 


quolity first since 1883 
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Laboratory Studies Prove 
Effectiveness Of Cereal Lactic! 


Our laboratories cultivate the lactic acid that is 
present in the Cereal Lactic basic culture by en- 
riching a mass of certain grains and exposing it 
to a given temperature as set forth in our U. S. 
Patent No. 2194672. 
Cultures on tomato juice, diluted in the propor- 
tion of one gram of Cereal Lactic to 100 cc., when 
subjected to plate counts yielded colonies too 
large to count, and 590,000 organisms per gram 
or 17,700,000 per ounce. 
As determined by titration, the total acidity of 
the Cereal Lactic basic culture as lactic acid is 
6.57%, with the presence of lactic acid being dem- 
onstrated by the ferric chloride or Kelling’s test. 
All samples tested show a definite yellow color 
which confirms the presence of lactic acid. 
By these and other iaenty studies, it is defi- 
nitely proved that the Cereal Lactic formulae 
contain these enzymes: DIASTASE, INVERTASF, 
MALTASE, LACTASE, LI- 
PASE, PROTEASE, and OXI- 


h ROVED VI | DASE ... the groups known to 
IMP ED he be essential for the digestion of 
ANTACID & ADSORBENT 


carbohydrates. 
Physicians’ samples and com- 


i 4 plete information are available 


upon request. 


All over the country, thousands of physicians 
agree that both forms of Cereal Lactic effectively 
combat Gastro-intestinal disorders. Cereal Lactic 
in both forms has been prescribed over 10,000,000 
times by the profession . . . the true test of con- 
fidence. 


Cereal Lactic (Improved Vitamin) formula— 
serves effectively against gastro-intestinal disorders 
when hyperacidity and flatulence are not symp- 
toms. It supplies needed lactic acid organisms, 
vitamins as well as EIGHT essential enzymes. 


Cereal Lactic (Antacid and Adsorbent) formula 
— brings welcome relief to  gastro-intestinal 
sufferers when hyperacidity and flatulence are 
symptoms, 
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“The handicaps which come with old age often 
militate against adequate nutrition.” 1 


. . . Prominent among these are fixed dietary habits, 
diminishing appetite and lack of teeth, but probably 
most serious of these handicaps is the decrease in rate 
of absorption and utilization of nutrients. In the past, 
many of the chronic symptoms of longstanding nutri- 
tional deficiencies have been mistakenly regarded as 
characteristic of senescence. Now it has been proved 
that adequate nutritional supplementation plays an 
important role in alleviating and correcting muscular, 
cardiovascular, gastrointestinal, skin and mental symp- 
toms which commonly occur with the onset of old age.2 


VITERRA —a new concept of nutritional adequacy — 
provides balanced proportions of 12 minerals and trace 
elements and 9 vitamins: to increase the efficiency of the 
vital enzyme systems and promote well-being and use- 
fulness in the aged. 


1. McLester, J. S.: Diet in Health—The Normal Diet, Nutrition and Diet 
4 Health and Disease. p. 256, W. B. Saunders Co.. Philadelphia. 1948. 
2. Thid. 


3. B. ROERIG AND COMPANY 
536 N Lake Shore Drive * Chicago 11, Ill. 
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12 MINERALS and 
9 VITAMINS 


All in One Capsule 


0.2 mg 
WOM 10 mg. 
0.15 mg. 
Calcium 213 mg 
Manganese .............. 1 mg. 
Magnesium .............. 6mg 
Molybdenum ........ 0.2 mg 
Phosphorus .......... 165 mg 
Potassium ................ 5 mg 
1.2mg 


Vitamin A.. 5,000 USP Units 
Vitamin D.... 500 USP Units 


Thiamine HCI. .......... 3 mg. 


Tocopherols Type IV.. 5 mg. 


| 
| 
| 
| 
| 
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Riboflavin. ................ 3. mg. 
Pyridoxine HCl. .... 0.5 mg. 
Niacinamide .......... 25 mg. 
Ascorbic Acid ........ 50 mg. 
Pantothenate 
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New Book—Just Published 
Pullen—Communiecable Diseases 


Edited by ROSCOE L. PULLEN, A.B., M.D., F.A.C.P. 


Professor of Graduate Medicine, Director of the Division of Graduate Medicine, and Vice-Dean, School of Medicine, 
Tulane University of Louisiana; Senior Visiting Physician, Charity Hospital of Louisiana, New Orleans 


WITH 53 CONTRIBUTORS 


Physicians, specialists in all the varied branches of 
medicine and students will welcome this new book on 
the diagnosis and treatment of communicable diseases. 
It is fully up to date, with changes and additions made 
to the day the book went to press. Latest developments 
in the field of therapy with antibiotics are incorpor- 
ated, including the use of aureomycin, chlorampheni- 
col, terramycin, penicillin, streptomycin, and others. 
Full attention is given to the biologicals, methods of 
immunization for children, and prevention. Featured 
is a section on Pediatric Procedures Helpful in the 
Management of Communicable Diseases. 


New. 1035 Pages, 64x10”. 253 Illustrations and 35 in Color on 20 Plates. $20.00 


Diseases are classified by clinical expressions which, 
when manifested by the patient, will enable the doctor 
to make a working diagnosis as to whether such an 
entity is or is not a communicable disease. It is like 
having 53 specialists at the bedside when you first 
see a patient with a potential communicable disease—- 
and as though they discussed with you all possibilities 
of present day treatment! More than 100 entities are 
considered, including all diseases classed as communi- 
cable or reportable in most cities and states. The 
book is profusely illustrated and many diseases are 
shown in full color. 


Washington Square 


LEA & FEBIGER 


Philadelphia 6, Pa. 


GET ACQUAINTED OFFER 


Thousands Of Physicians 


Rely On Our 
Quality & Service 


THIAMINE HYDROCHLORIDE, 300 mgs. per cc 


PROCAINE PENICILLIN G, 300,000 units per cc in oil, 96 hour type 
PROCAINE PENICILLIN G, 300,000 units per cc in Aqueous Suspension (Stable room temp)....10 cc Vial $3.40 


10 ce Vial $2.25 


30 ce Vial $4.90 


PROGESTERONE, oil or aqueous, 25 mgs. per cc 


ESTROGENS NATURAL, oil or aqueous, 10,000 I. U. per cc 30 cc Vial $2.50 
ESTRONE PURE, contains no urinary impurities, 1 mg. per cc (oil or aqueous) 30 ce Vial $2.50 
ESTRONE PURE, contains no urinary impurities, 2 mgs. per cc (oil or aqueous)................30 cc Vial $3.50 
ESTROGENS NATURAL, 25,000 units with PROGESTERONE 25 mgs. per cc (aqueous)........10 cc Vial $3.50 


30 ce Vial $6.50 


PYRIDOXINE-THIAMINE, 100 mgs. each per cc 


10 ce Vial $3.00 


TESTOSTERONE, 50 mgs. per cc (propionate or aqueous) 
METHYL TESTOSTERONE, 10 mgs. per tablet (sublingual type) 


10 ce Vial $3.50 
Bottle of 100 $5.00 


TERMS: Remittance with order, prepaid, 
or C.0.D. plus charges. Direct by mail 
only—subject to withdrawal without no- 


AYORTON 


DEPT. RX 


QUALITY AND POTENCY POSITIVELY GUARANTEED 


1045 EAST PARKWAY S. 


MAIL YOUR ORDER AND 
REMITTANCE TODAY TO 


MEMPHIS, TENNESSEE 
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“Although E.C. 110 (CAFERGONE) was developed primarily for the 
relief of the migraine attack, it is uniformly effective and has a much 


wider range of usefulness in the relief of headache of all other types, 


For The First Time In Almost Two Thousand 
Years, clinical trials of an oral preparation indicate 
that migraine and other vascular headaches can be 
aborted in 85-90% of cases. 


Although the cause of migraine is still unknown, the 
mechanism productive of head pain has been deter- 
mined.” Today, it has been observed that the head 
pain in classical migraine and related disorders is pro- 
duced through abnormal behavior of the cranial vas- 
cular system. The affected arteries, principally branches 
of the external carotids, become constricted in the early 
stage of the attack. Such vasoconstriction results in pre- 
headache warning signs such as visual and other sen- 
sory disturbances. Later in the attack, these arteries 
become relaxed and dilated. At this point, agonizing 
headache begins. Exaggerated pulsations and thicken- 
ing of the affected arterial walls cause stretching of and 


STAGE 1 STAGE 3 
VASOCON- VASODILATATION EDEMA 
“© ION 


BEST RESULTS WITH TREATMENT 
IN STAGE 1 OR EARLY STAGE 2 


pressure upon adjacent pain-sensitive structures. Head- 
aches of this type may last for a few minutes only or 
they may last for days. Seizures are usually terminated 
by severe vomiting. 


As a result of recent research, these headaches can 
be aborted for the great majority of sufferers. Attention 
has been centered on the development of an effective 
oral preparation to relieve vascular headaches. Cafer- 
gone. (100 mg. caffeine and 1 mg. ergotamine tar- 
trate per tablet) is the result of this research. 
Ergotamine tartrate (Gynergen ) has long been known 
as a potent vasoconstrictor. “’ “’ Caffeine, when admin- 
istered orally, also acts as a vasoconstrictor.” Simul- 
taneous administration of ergotamine tartrate with caf- 
feine in Cafergone tablets has the added advantage of 
reducing the usual dose of ergotamine necessary to 
abort these headaches.” 


especially typical and atypical histaminic cephalgia.” (Hansel) 


These measures will abort vascular headaches 


for 85-90% of sufferers: 

1. Give complete physical examination includ- 
ing ancillary tests to rule out other conditions 
mimicing migraine. 

2. Advise the patient to re-organize his activities 
where possible. 

3. Improve the general health of the patient. 

4. Give 2 Cafergone tablets at first sign of im- 
pending attack and, if necessary additional 
1-tablet doses (up to 6) at half-hour intervals. 


For Subsequent Attacks: after the total number of 
tablets required for a patient's attack has been deter- 
mined, give that total dose all at once for any subse- 
quent attack of equal severity suffered by that patient. 
(Occasionally an attack returns due to inadequate dos- 
age having been used; in such case repeat the dose and 
for any later attack adjust dosage accordingly. ) 


Literature available on request, for further particulars 
on Dosage Adjustment and other points: 

Reprints of recent reports. 

Therapeutic brochures. 

Chart, “Clinical Characteristics of Vascular 
Headaches.” 


BIBLIOGRAPHY 


1. HANSEL, F. K.: The Treatment of Headache with Particular Reference 
to the Use of Cafergone ( ergotamine tartrate and caffeine) for the Relief 
of Attacks, Ann. Allergy ei 155-161 (March-April) 1949. 

2. WOLFF, H. G.: Headache and Cte Head Pain, New York, Oxford 
University Press, 1948; pp. 255-3 

3. BROCK, S., O’SULLIVAN, M. or ‘yous, D.: Effect of Non-sedative 
Drugs and Other “yy in Migraine with Special Reference to Ergo- 
tamine Tartrate, Am. J. M. Sc. 188: 253-260 ( Aug.) 1934. 

4. FRIEDMAN, A. P. and BRENNER, C.: Treatment of the Migraine 
Attack, Am. Pract. 2: 467-470 (March) 1948. 

5. SOLLMANN, T.: A Manual of Pharmacology, Phila., W. B. Saunders 
Company, 1948, p. 213. 

6. HORTON, B. T., RYAN, R. and REYNOLDS, J. L.: Clinical Observa- 
tions on the Use of E.C. 110, A New Agent for the Treatment of Head- 
ache, Proc. Staff Meet., Mayo Clin. 23: 105-108 ( March 3) 1948. 

7. KADISH, A. H.: Clinical Observations on the Use of E.C. 110 in Vari- 
ous Types of Headaches, Gen. Pract. Clin., 6: 151-156 (April) 1949. 
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DIVISION OF SANDOZ CHEMICAL WORKS, INC. 
68 CHARLTON STREET, NEW YORK 14, NEW YORK 
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The Trouble-Free Pump 


For ALL MILD, CONTINUOUS 
DRAINAGE PURPOSES 


SUMUZ, ©. 765 


THERMOTIC DRAINAGE PUMP 


For unvarying, intermittent suction (90 mm. or 120 
mm.) where it is necessary to avoid harming deli- 


cate tissues, the GOMCO No. 765 is widely used. 


It has no moving parts to make noise or wear out, 
and is attention-free. A “must” for optimum results 
in mild drainage. ASK YOUR DEALER. 


SUMUD. SURGICAL Patents Nos. 2346841 and 2465685 


MANUFACTURING CORP. 820m E. Ferry St., Buffalo 11, N. Y. 


STILL IN FRONT 


Mcintosh Short Wave Diathermy 
Equipment is still in the lead 


New engineering makes the Hogan Brevatherm 


Model No. 8920 F.C.C. Type Approval No. D-528 


an outstanding value with ample power for 
the busy hospital or clinic and most sensi- ra 
tive control of output. You who have ~/ 
used diathermy equipment of our —§/ 


make for a third of a century 


(half of our life-time) are best - aS. 
able to judge the correctness ; 


Please have repre- 
of our assertion. o sentative call. 


Hogan Brevatherm Model No. 8920 


McINTOSH ELECTRICAL CORPORATION .“ ~~ 


72nd Anniversary Feb. 4, 1951 Fs ADDRESS 


229 N. Calif. Ave. Chicago 12, II. oe 
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STAINLESS ¢ GREASELESS e¢ VANISHING 


MINIT-RUB 


THE MODERN RUB-IN 


PRODUCT OF BRISTOL-MYERS 
19 WEST 50 STREET, NEW YORK 20, N. Y. 
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Performance that Merits Confidence 


The originators of Push Button 
Control on X-Ray Apparatus 


"Mattern" the first to introduce PHOTO 
TIMING for Spot Film Radiographs, is one 
of the first to make use of today's electronic 
advantages. This Ultra Modern method of 
accurately controlling X-Ray Exposures is 
available to you at a minimum of cost. 


"Mattern" offers you 
the finest in X-Ray Equip- 
ment at prices that are 
just right. 


DGS-200-200 Rotating 
Anode Two Tube Unit 


(Available with Photo 
Timing Features) 


F. MATTERN MFG. CO. 4637-59 N. CICERO AVE. 


CHICAGO 30, ILLINOIS 


Heres Why 


-MACKSIL is an outstANDING 
CA NEUTRALIZER and BUFFER 


in EVERY respect. 
Study its factors, Doctor... 


DUODENAL & GASTRIC ULCER FORMULA. 


A Special Magnesium Silicate (Not Trisilicate). 
THERAPY Calcium Carbonate. 


Diammonium Hydrogen Phosphate. 


Your local "Mattern" dealer is anxious to tell you 
more about this new unif, or write us direct. 


CA-MA-SIL IS UNEQUALED 


PRESCRIBED BY PHYSICIANS EVERYWHERE. Peppermint Flavored. 
Start the patient on 2 level teaspoonfuls in ¥% glass of Saccharin. HYDROXIDE 
water, preferably warm or hot, both before and after each NO SODA—NO ALUMINUM eo 
meal and at bed-time—also between meals if necessary. PH ARMACOLOGIC ACTION 
Where gastric hyperacidity is present, use one to three tea- Neutralises 
spoonfuls (or more) in ¥2 glass of water upon retiring and weight of N/10 HCl over a period of 3 hours. 


before breakfast. 


Affords symptomatic -relief from stomach irritation, 
NO UNDESIRED EFFECTS. duodenal and gastric ulcer and hyperacid conditions 
by prolonged acid neutralization. 
Insoluble — produces no systemic alkalization — no BUFFERS acid reaction of oral analgesics and gives 
acid rebound. 


better absorption of specific medication. 

Counteracts sedative and alcoholic hangover. 

Permits better sedation and antispamodic action. 
NOT EXPENSIVE 

CA-MA-SIL CO., 700 Cathedral St., Balto. 1, Md. 


Continued use entails no danger of: 
Alkalosis — Nutritional deficiency — Irritation or 
blockage of the intestinal tract—Anorexia. 
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One photograph after a course of treatment, com- 
pared with the original, tells the whole story of what 
RIASOL can do in psoriasis. Words are unnecessary. 


As documented by numerous photographic records 
in our files, the scaly patches clear up in most cases 
in a period of weeks. The reddened base fades grad- 
ually, leaving the skin of normal appearance, and 
in many cases there is no recurrence for very long 
periods, 


An unusually effective prescription, RIASOL may be 
applied to any part of the body, including the face 
and scalp. Because it is simple, convenient and 
pleasant to use, patients generally follow instruc- 
tions faithfully. 


RIASOL contains 0.45% mercury chemically com- 
bined with soaps, 0.5% phenol and 0.75% cresol in 
a washable, non-staining, odorless vehicle. 


Apply daily after a mild soap bath and thorough 
drying. A thin, invisible, economical film suffices. 
No bandages required. After one week, adjust to 
patient’s progress. 


Ethically promoted RIASOL is supplied in 4 and 8 
fid. oz. bottles, at pharmacies or direct. 


MAIL COUPON TODAY— 
TEST RIASOL IN YOUR 
OWN PRACTICE 


After Use of Riasol 


SHIELD LABORATORIES 
12850 Mansfield Ave., Detroit 27, Mich. 


Please send me professional literature and generous clinical package of RIASOL. 


JAOA—10-50 
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SEND FOR A PHYSICIAN'S SAMPLE OF OUR 
PROTEIN DIGEST No. 26 


Sidamine Tablets 


or 
Sidamine Granules 


the amino acid tablet—uncoated—but carrying 70% protein. 


no dextrose or other carbohydrate filler. 
In writing for samples, please give your degree. 
Professional Foods 


Cedar Rapids, Iowa 


COLCIN PAN-ENZYMES NORMIN 
Send for details on a sound reducing regime and plan. 


Ws mtx MODIFIED 


NORMAL paUTION | RI INS, 


PHATE AND IRON 


BY 


ADVERTISED TO THE MEDICAL PROFESSION ONLY. 


| MALTOS DEXTROSE 
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Utal Sn formation 


In your profession, Doctor, new ideas and advanced tech- 
niques are being developed every day. To keep abreast 


of this progress requires constant observation and study. 


At Vitaminerals, our Research Department is ever on the 
watch for reports on the latest developments in the field 


of dietary supplements. Through our representatives, and 


through the mails, it is our constant aim to provide you 


with this vital information as it develops, in the hope that 


you will find it of value in your daily practice. 


PROFESSIONAL LITERATURE ON REQUEST 


ay 
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CAMP. ior au sasic 
SCIENTIFIC SUPPORT NEEDS 


@ Developed and improved over four decades of close 
cooperation with the profession, basic CAMP designs 
fer all basic scientific support needs have long earned 
the confidence of physicians and surgeons here and 
abroad. All incorporate the unique CAMP system of 
adjustment. Regular technical and ethical training of 
CAMP fitters insures precise and conscientious attention 
to your recommendations at moderate prices. 


If you do not have a copy of the latest CAMP “REF- 

ERENCE BOOK FOR PHYSICIANS AND SURGEONS,” 

it will be sent on request. 

S$. H. CAMP and COMPANY, Jackson, Michigan 
World's Largest Manuf: of Scientific Supports 

New York © Chicago * Windsor, Ontario * London, England 


— Tae YOU MAY RELY on the merchants in your community who 
display this emblem. Camp Scientific Supports are never 
: . Pp sold by door-to-door canvassers. Prices are always based 


Cc on intrinsic value. 


cientifi 


Mth Week 


OCTOBER 16-21 


Communities throughout the nation are preparing to mark 
this important event in popular health education. A series 
of full color posters are nationally distributed in schools, 
colleges, factories, Y's, clinics, health centers and other in- 
stitutions. These two heavily illustrated booklets have been 
widely accepted by physicians everywhere for distribution to 
their patients. Their titles are: ‘Blue Prints for Body Balance’’ 
and “‘The Human Back... its relationship to Posture and 
Health."’ Ask for samples or the quantity you need on your 
letterhead. Write to SAMUEL HIGBY CAMP INSTITUTE FOR 
BETTER POSTURE, Empire State Building, New York 1, N. Y. 
Founded by S. H..Camp and Company, Jackson, Mich. 
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YOUR 
BOOKKEEPING PROBLEMS 


HISTACOUNT 


REG PA? OF FICE 


4 
y 


77" More doctors use “Histacount” than 
any other system. It eliminates ail 
bookkeeping and tax problems; gives 
your financial status at a glance... 
what you earn, collect and spend. 
Enjoy simple, accurate, complete 
bookkeeping with “Histacount”. 


REGULAR EDITION 


More than 400 pages for daily, monthly 
and yearly entries... special forms for 
taxes. Cloth cover, monthly indexes for 
easy reference. Loose-leaf or plastic-bound. 
(Refills for Loose-leaf - $3.75) $7.25 


‘ 


Toy: 


LIMITED PRACTICE SYSTEM 


Same as the regular system but designed 
to care for practices limited to 90 patients 
per week. The finest little system of them 
all. Complete instructions included. 
Plastic-bound only. 


27 
UG 
Wy 
J a | 
DROFESSIONAL 
# \ PRINTING COMPANY. INC. \ 
; \ 202 TILLARY BROOKLYN \ 
~ 
Gentlemen: Send me at once: 
\ iw} Regular Bookkeeping System @ $7.25 
\ Refill for the Loose-leaf @ $3.79 
ih \ Limited Practice System @ $4.50 \ 
M \ o FREE descriptive pooklet 
Add 
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NEW USES FOR A FAMOUS LEADER 


ETHYL 


Recent researches in Ethyl Chloride have 
discovered new uses for a world-famous prod- 
uct in the control of pain. By proper spraying 
with GEBAUER’S ETHYL CHLORIDE from 
the “dispenseal” bottle, in the adjunctive treat- 
ment of Stiff Neck, Sciatica, Lumbago, 
Sprains, pain can be stopped or greatly allevi- 
ated, often with very outstanding and gratify- 
ing results. 

Application of the Ethyl Chloride apparently 
breaks up vicious cycles of muscle spasm and 
pain resulting from trauma, chronic muscular 
strain, chilling, or visceral disease. Spraying 
of the skin overlying these areas releases the 
self-sustaining painful spasm. 

Important time can often be saved by the use of GEBAUER’S 
ETHYL CHLORIDE as a preliminary to manipulation, since 
desensitization of the area or areas to be treated makes it 
possible to proceed more quickly, and with a 
minimum of pain and discomfort to the patient. 

More complete details and application pro- 
cedure may be obtained from your surgical 
supply dealer or by writing Dept. H, The 
Gebauer Chemical Company. 


When ordering specify fine jet stream. 


THE GEBAUER CHEMICAL COMPANY 
9410 St. Catherine Ave. © Cleveland, Ohio 


“The Standard Since 1902" 
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New! 


SIMPLIFIED, ARTIFICIAL 


PNEUMO - THORAX 


il 


itt 
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Robinson's Improved Pneumo-Thorax Ap- 
paratus has a single, three-way valve 
for regulation of the various features. 
It preserves the safety features of the 
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INTRODUCTION 


A critical survey of the available information on 
a subject is profitable both to the writer and to the 
reader. The present review of the short-leg problem 
is an attempt to integrate the mass of information 
that has been published on this subject. The writer 
hopes that this paper will serve not only to clarify 
this syndrome but also to provide an impetus for 
further research on the short-leg problem. 

When a difference is observed in the length of 
the two legs, the shorter of the two is referred to as 
the “short leg.” The term “anatomical short leg” has 
been defined by Bailey and Beckwith’ as that leg 
which is actually shorter in length from the floor to 
the weight-bearing surface of the femoral head. The 
associated postural problems and their clinical mani- 
festations may properly be termed the “short-leg 
syndrome.” 

References to the existence of inequalities of leg 
length in man have appeared in medical literature since 
the latter half of the nineteenth century. However, the 
importance of this clinical entity in respect to posture 
9 —_— general recognition only within the last 
ecade. 


The earliest reference to differences in leg length 
appeared in a paper by Hilton® in 1862 in which he 
described the condition of a congenital deficiency in the 
development of one leg. Hunt* in 1879 observed that 
symmetry of the lower limbs was quite exceptional. 
Cox* found that only 6 out of 54 persons examined 
had equal leg length. Only 1 person in 5 was found 
to have equal leg length in Wight’s studies reported 
by Tubby.® Furthermore, the differences in leg length 
were estimated to be from % to 1 inch. In 1879 
Garson® measured 70 skeletons and concluded that 
lower limbs were equal in only 10 per cent. The con- 
tents of Table I consist of data on scoliosis and short 
leg compiled by Lovett.’ Schwab® notes that x-ray 
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photographs of the mummies in the Field Museum 
of Chicago show that inequalities in the length of the 
lower extremities existed in ancient Egypt. 

The investigation of the short-leg syndrome gained 
considerable impetus through the introduction of the 
standing postural x-ray by Hoskins and Schwab in 
1921.%?° In recent years a great deal of information 
has been presented on the orthopedic aspect of differ- 
ences in leg length and the related subject of leg 
growth. An excellent article on the estimation of leg 
growth in children has been prepared by Gill and 
Abbott.” 

ETIOLOGY 

Many etiological factors concerned in the develop- 
ment of differences in leg length are postulated. Some 
of these factors are obvious since they are directly 
related to bone growth or leg length. Other postulated 
causes are still cloaked in the obscurity of clinical 
supposition. The relative importance of many of these 
etiological factors on leg length remains to be studied. 


Schwab has presented the best classification of 
etiological factors in the development of short leg. 
His classification (Table II) is based upon the study 
of 345 cases which showed x-ray differences of 0.5 
cm. or more in leg length. Additional factors that 
have been mentioned by other authors include polio- 
myelitis,’* psoas spasm,’*** structural defects, and flat 
feet.*® 


TABLE II—CLASSIFICATION OF THE ETIOLOGICAL FACTORS 
IN THE DEVELOPMENT OF SHORT LEG BY SCHWAB 


Etiological Factor Cases Per Cent 


Unequal development 183 53 
Fracture with shortening 36 11 
Epiphyseal irritation with lengthening 27 
Fracture with lengthening 25 
Dislocation of articulation 

Sacral or innominate deformity 
Unilateral coxa vara 

Weak foot with diminished support 
Postsurgical shortening 

yr injury before maturity 
Arthritis 

Perthes’ or Legg’s disease 
Miscellaneous 


wn 


TABLE I—SCOLIOSIS AND LEG LENGTH* 
Cases of Scoliosis Leg Length 


Investigator 


Sklifowsowsky 21 17 right lon 
ger 
Staffel 230 62 left shorter 
pd 28 shorter on one side 
renz 


100 (lumbar) 1 case of shortening 
200 i 


Dolega 2 cases of shortening 


“Data compiled by Lovett.™ 
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Numerous references have been made to the im- 
portance of the foot in relation to leg length.’***"* 
Beal and Grant’? found that there was a low talus in 
52 out of 100 cases of short leg. Nineteen of these 
cases had a low talus on the same side as the short 
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leg. Eight out of 10 cases observed in this series 
showed a pronated foot associated with low talus. Kerr 
and his associates”® found that unilateral low arch was 
present in 17 per cent of cases in their series. Of 
those with one low arch, 65 per cent had a short leg 
on the same side; the remaining 35 per cent had a 
short leg on the opposite side from the low arch. 
Swift®* took x-rays of the feet along with some of 
her structural x-rays. She found anomalous develop- 
ment in 30 cases or 97 per cent of those studied. 
The most frequent anomaly of development observed 
was a short first metatarsal with displacement of the 
sesamoids of the first metatarsal segment. She con- 
tends that this condition has a definite bearing in 
weight distribution and that abnormalities of the feet 
in turn have considerable influence in weight distri- 
bution in relation to the midmalleolar line. Thus de- 
fects in the feet can produce relative changes in the 
x-ray appearance of the leg length as seen in a stand- 
ing picture. 

X-rays of the knees with the patient standing 
have disclosed differences in knee height. Beal?? found 
differences ranging from 0.1 to 0.9 cm. at the height 
of the tibial table in 16 cases studied. Five cases 
had differences of 0.4 cm. or greater; in each the 
short leg was on the same side as the short knee 
(Table III). Although x-rays of the talus height in 


TABLE III—X-RAY DIFFERENCES IN KNEE HEIGHT 


Subject Short Leg Short Knee 
Sa Rt. 1.2 cm. Rt. 0.7 cm. 
Jo Rt. 1.0 cm. Rt. 0.7 cm. 
Ca Rt. 1.3 em. Rt. 0.9 em. 
Si Rt. 1.2 cm. Rt. 0.4 cm. 
Ha Rt. 1.0 cm. Rt. 0.4 cm. 


these cases were not taken, it is apparent that differ- 
ences in leg length occur at both the height of the 
ankle and the knee which in some cases partially or 
entirely explain the differences in leg length observed 
at the femoral head. 
DIAGNOSIS 

The diagnosis of short leg is made on the basis 
of the patient’s history and physical, structural, and 
osteopathic examinations. The diagnosis is confirmed 
by laboratory and roentgenological findings. 


The most common history that a patient with a 
short leg presents is a story of recurrent backache 
which may have been precipitated by trauma or strain. 
Chronicity 6r recurrence is the outstanding feature 
of the history. Many patients complain of a low-grade 
ache or strain which is interspersed with episodes of 
acute distress. A clue to the existence of a short-leg 
problem is often elicited from a history of previous 
attacks of backache which have received only tem- 
porary relief from osteopathic manipulative treatment. 
The precipitating factor of the backache may be strain, 
trauma, childbirth, hospitalization, or illness. The lat- 
ter factors appear to operate by a weakening of the 
body’s compensation mechanism to the short-leg prob- 
lem through a loss of muscular tone. Fatigue, neu- 
ralgia, myalgias, intercostal neuralgias, brachial neural- 
gias, cephalalgia, and other aches and pains from head 
to foot may be presented as isolated symptoms or in 
conjunction with the complaint of backache. 

Gross differences in leg length are characterized 
by a particular type of gait which is apparent on physi- 
cal examination. Pearson** states that the majority of 
cases showing 14 to ™% inch differences will exhibit 
a characteristic sway or position of the body as the 
patient walks, a low side in locomotion. 
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One of the oldest orthopedic tests used to deter- 
mine leg length is that of comparing the actual length 
of the two legs with a tape measure. The distance 
from the anterior superior iliac spines to the medn] 
malleoli is measured with the patient*in the supine 
position. 

A somewhat comparable method used is that of 
estimating the relative length of the legs by compar- 
ing similar points at the malleoli. The patient lies in 
a supine position. The pelvis is examined to see that 
the patient is lying flat and straight on the table. he 
feet are then clasped and an upward thrust is made 
on them as if to thrust the heads of the femurs into 
the hip sockets. The relative position of similar points 
at the respective malleoli are then examined to sec if 
any differences exist. If a difference is present, the 
leg showing the more proximal point at the mallcoli 
is considered to be the short leg. 

Lovett™* stated that this method is inexact and 
recommended that a more reliable index can be ob- 
tained by measuring the anterior superior iliac spines 
with the patient standing. French*® cautions the 
observer to ascertain that the knees are in extension. 
He advocates that the observer’s hands should be 
pressed against the notch at the lower border of the 
anterosuperior iliac spine when judging the leg length. 
The actual amount of shortening may be roughly meas- 
ured by placing thin blocks of known thickness under 
the foot of the shorter leg until the pelvis is level. 
Lovett states that even this determination is inaccurate 
on account of the frequency of the asymmetry of the 
pelvis. 

Pearson** states that this test gives an error of 
about 55 per cent in contrast to the test used by Schwab 
which checks about 95 per cent with the standing 
x-rays. Schwab’s”’ clinical test for short leg consists 
of having the patient stand with his heels together 
and his knees extended. The examiner stands or 
crouches behind the patient and extends both arms 
and places his extended forefingers upon the crests 
of the two ilia of the patient. The physician works 
at arm’s length from the patient in order to obtain 
good perspective. The eyes should be on a level with 
the hands. The fingers are placed at the small level 
part of the crests of the ilia near the posterior superior 
spines, approximately below the transverse processes 
of the fourth lumbar vertebra. Differences in the 
relative height of the observer’s forefingers are indica- 
tive of differences in leg length. The value of the 
procedure is often augmented by a similar measure- 
ment at the height of the greater trochanters. Care 
is tak~a to select comparable points and the forefingers 
are positioned in a similar manner to that used in the 
measurement of the iliac crests. The subject is then 
requested to bend forward, flexing the trunk upon the 
thighs as far as possible without bending or flexing 
the knees. When an actual short leg is present, the 
posterior surface of the sacrum below the posterior 
inferior iliac spine will be seen upon inspection to be 
lower on the side of the short leg (Fig. 1). 

According to Pearson this test is the most accu- 
rate of all the inspection or measuring methods in 
the determination of inequalities in leg length. Cvon- 
siderable x-ray evidence confirms the reliability of this 
procedure. Pearson®* found only 2 cases out of 139 
cases of short leg which did not show a lowering o! 
the iliac crests on the same side of practically the 
same amount as the difference in leg length. ‘he 
x-ray studies of Bailey and Beckwith? showed a cor- 
relation of low iliac crests and short leg in 88 per 
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Fig. 1. Clinical examination for short leg. a. Forefingers 
at the iliac crests. b. Forefingers at the greater trochanters. 
c. Examining sacrum. 


cent of the cases. The iliac crests were low on the 
long leg side in 7 per cent of the cases, and the 
remaining 5 per cent of the cases had no difference 
in the height of the iliac crests. The sacrum was 
observed to be tilted to the short leg side in 72 per 
cent of the cases. 

Kerr and his associates*® found that the palpatory 
method of checking the iliac crests and the trochanters 
for differences in height as an indication of short leg 
was inaccurate in cases showing x-ray differences of 
less than 1 cm., but that differences in leg length of 
1 cm. or more could be detected’ with great accuracy. 
This would indicate that the palpatory findings are 
an indication of short leg but are not to be relied 
upon for accurate measurement of differences in leg 
length of less than 1 cm. Du Bois** reached a similar 
conclusion after a study of the relation of certain 
contour points with skeletal asymmetries. He con- 
cluded that contour asymmetries at best will only serve 
as an indication of what skeletal asymmetries may be 
found. They will not predict accurately what skeletal 
asymmetries do exist. 

Judovich and Bates'® consider the examination of 
the iliac crests as a rough test. However, they believe 
that the comparison of the relative height of the 
gluteal muscles is of value. The gluteal fold will be 
relatively lower on the side of the short leg. 

Thus physical diagnosis offers several examina- 
tions for the evaluation of the short-leg syndrome. 
disturbances in gait, differences in the height of the 
iliac crests, differences in the height of the trochanters, 
differences in the height of the gluteal creases, and 
disturbances in the tilt of the sacrum, all of which 
may give a clue to the presence of a short leg. 

Photographic studies have been used by Ed- 
miston?® and MecVicker.*° MeVicker states that pos- 
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tural photographs are of particular value in convincing 
the patient of the necessity for roentgenography. He 
gives a technic for anteroposterior and lateral photo- 
graphs. 

X-ray technics have contributed a great deal to 
the study of the short-leg syndrome. A number of 
technics have been devised to increase the accuracy 
of the determination for leg length. Other technics 
have been adopted for the study of the postural effects 
of short leg. For purposes of discussion the technics 
may be divided into two groups, those designed to 
measure the length of the leg with great accuracy 
in which the subject is x-rayed in the supine position 
and those designed to study leg length and its related 
postural effects. The latter x-rays are taken with the 
patient in the standing position. 

Bamberger and Zeitter*! reported a method for 
measuring leg length with the patient supine. The 
measurements are made by the use of two meter rods 
with adjustable clips which may be set at the greater 
trochanters and at the fibular malleolus. Four small 
films are placed under the femur heads and the mal- 
leoli and exposed. 

White** places his patient in a supine position 
with his feet against a translucent glass foot board. 
The patient grasps the sides of the table to thrust his 
feet against the foot board. An x-ray of the pelvis 
is taken. Differences in leg length are determined by 
measuring the distance between perpendicular tangents 
drawn from the proximal ends of the femur heads to 
the vertical coordinate of the x-ray plate. 

Green, Wyatt, and Anderson** measured the 
lower extremity by the use of a continuous x-ray film 
and three exposures. The central ray was directed 
successively over the ankle, knee, and hip. The authors 
feel that this cuts down on the distortion caused by 
magnification. 

Gill and Abbott? have further refined this technic 
by the method of slit scanography. The x-ray tube 
is covered by a lead mask with a transverse slit 2 mm. 
wide. During a lengthened exposure the tube is 
slowly moved the length of the bone to be measured 
at a rate of about 36 inches per 10 seconds. This 
results in a good film with exact length of the bones. 

The standing technics date principally from the 
introduction of the standing postural film by Schwab 
and Hoskins® in 1921. Judovich and Bates™® have 
improved on Lovett’s** physical method of determin- 
ing short leg by employing the clinical refinement of 
fluoroscopy. The patient stands facing a fluoroscopic 
screen which has been fixed with a water level attached 
to the frame. A wire, attached to the screen so that 
each end is equidistant from the floor, is lined across 
the iliac crests. If the crests are even, the wire will 
be seen at equal levels on both sides. If one side is 
low, lifts are placed under the heel until the lateral 
tilt is straightened. This technic may have the obvious 
clinical value of determining the amount of lift neces- 
sary to level the pelvis at the time of the examination 
but it does not give the physician a permanent record 

for reference during the course of treatment. Besides, 
the amount of lift needed to level the pelvis at fluoro- 
scopy is not necessarily the correct therapeutic amount 
of lift for the patient. A permanent visual record is 
also of psychological value in discussing the problem 
with the patient. 
Since its inception the standing film has become 
an important diagnostic tool in the study of postural 
problems. Unfortunately, as Clybourne** pointed out, 
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there has been no standardization of the technic for 
the standing postural x-ray. Most x-ray departments 
have adopted a technic based upon that first used by 
Hoskins** which has been described by How- 
ever, many modifications have appeared. Many roent- 
genologists have incorporated alterations in the belief 
that the resultant picture is more desirable for the 
referring physician. Some of these innovations are 
undoubtedly of a constructive nature and add to the 
usefulness of the x-ray study, but other modifications 
have been introduced which have changed the whole 
character of the x-ray study and have detracted from 
its value. 

The need for a universally adopted technic is 
paramount. Not only does research require a stand- 
ardization of the x-ray technic, but also the less exact- 
ing clinical field demands a standardized procedure 
for proper clinical evaluation of the short-leg syn- 
drome and its treatment. The significance of the x-ray 
is of value to the physician only insofar as the results 
may be judged in respect to the method employed in 
its production. The treatment of short-leg cases with 
lift therapy and the subsequent evaluation of the 
patient’s progress by recheck films require a standard- 
ized method. Unless the procedure is rigidly stand- 
ardized, such recheck films offer little information to 
the physician with which to judge his therapy. 

Many physicians who constantly use the standing 
films do not know the method in which they are taken. 
Some have never even observed the procedure of 
taking a postural x-ray. It should be evident that 
the best interpretation of the films can be achieved only 
by first having a clear understanding of the technic 
used in their production. 

The patient is the greatest source of error in the 
technic of taking a standing x-ray. The positioning 
of the patient is made difficult because the patient is 
standing and his body is subject to constant sway. 
The first step in positioning the patient is that of 
placing his feet in relation to a center line on the 
floor which corresponds to the mid-line of the upright 
x-ray table or standing wall Bucky. The patient 
stands in his stocking feet on the floor or on a level 
platform. His heels are placed a couple of inches out 
from the table. Several methods are in use in posi- 
tioning the patient’s feet in relation to the center line 
or midmalleolar line. The feet may be placed so that 
the internal malleoli are in contact with each other 
or the feet may be placed so that the heels are equi- 
distant from the center line. Bailey and Beckwith* 
place the feet parallel to the center line or allow them 
to be placed so that they form equal angles with it. 
They found that an angle of about 20 degrees for 
each foot gave the patient the greatest feeling of 
stability. Hellebrandt and Fries*® concluded from re- 
search studies of oscillogram postural sway patterns 
that the position with the least postural sway is ob- 
tained with the feet angled at 45 degrees. 

After the feet are positioned, the patient is re- 
quested to stand erect with his weight balanced equally 
upon both feet. The x-ray technician makes. certain 
that the subject’s knees are extended and that both 
heels are on the floor. The patient’s arms should be 
at his sides. The head and shoulders assume an easy 
position with the eyes fixed on an object in front of 
them to minimize the body sway. When the patient 
is balanced upon both feet, he may be allowed to 
drop back against the table so that the buttocks estab- 
lish slight contact. This may act as a_ steadying 
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influence. Care must be exercised for -if more than 
slight contact is allowed it is apt to disturb the natural 
pelvic accommodation. The patient may be allowed 
to rest his shoulders against the table to reduce ex- 
cessive body sway. Beilke® states that» normally the 
patient should not lean against the table, but if exces- 
sive sway is present he may be allowed to rest slightly 
against the table. Hobbs*? pushes the patient back 
against the table so that the hips and shoulders touch it. 

Fuchs* positions the patient so that the back is 
in contact with the Potter-Bucky diaphragm. The head 
is immobilized in an adjustable head clamp. The torso 
is held in position by two compression bands, the 
upper compressing the lower portion of the thorax 
and the lower extending across the pelvis. The im- 
mobilization bands are tightened sufficiently to stea:ly 
the patient but not to a degree that would disturb 
normal postural relationships. 

Rush and Steiner* align their patients by having 
them mount a rotary platform with an adjustalile 
central saddle which is made to fit snugly into the 
patient’s crotch, assuring central placement. An adi(i- 
tional bracket which the patient bites is then pushed 
into position to hold the patient in the erect posture 
and locked. This technic definitely standardizes the 
position of the patient for each picture. However, 
it does not allow the patient to assume his usual pos- 
tural stance. 


A study was made to examine the error involved 
in positioning a subject for a standing x-ray.*” Five 
subjects were selected. Each subject was positioned 
and x-rayed by three different technicians. Differences 
in the femur tops of the same subject varied from 
0.1 to 0.3 cm., whereas the position of the symphysis 
with respect to the mid-line varied from 0.3 em. in 
one subject to 1.1 cm. in another. The need for further 
information on this factor of pelvic side shift is 
evident. Research should be conducted to determine 
the normal limits of pelvic side shift, the effect of 
pelvic side shift upon the standing x-ray, and methods 
which may be employed to control this factor. 


X-RAY EQUIPMENT 
The technical details of the x-ray equipment nee- 
essary for standing pictures are in general acceptance. 
A vertical table with a Bucky or a stationary wall 
Bucky is used. The mid-heel line on the floor, the 
mid-line of the table, the center line of the Bucky, 
cassette, and film should all be in the same plane. 
The cassette and plate must be absolutely horizontal, 
and the floor must be level. The tube should be cen- 
tered at the point about midway between the anterior 
superior spine of the ilium and the greater trochanter 
of the femur. Bailey and Beckwith’ used a 36-inch 
tube to target distance and Swift?’ used a 40-inch 
tube to target distance. A 14X17 film with the long 
side vertical is best adapted to the technic for standing 
films. The exposure is adjusted for the patient in 
accordance with the possibilities of the equipment; 
short exposures with sharp detail have resulted from 
the use of high kilovoltage technic.** 
Various means have been employed to record 
the mid-line on the x-ray plate. A plumb bob with a 
steel piano wire which coincides with the mid-table 
line is the most satisfactory if it is placed between 
the table and the film so that the positioning of the 
patient will not disturb it. A commercially marked 
cassette is sometimes used or the film is marked after 
exposure and development. This latter method where 
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the mid-line is assumed to be the bisector of the film 
is subject to error. The assumption that the plate is 
positioned in exactly the same place each time is dan- 
gerous. In a series of pictures taken to determine 
the effect of side shift, it was found that the con- 
structed mid-line on the film varied in relation to a 
fixed point on the mid-line of the table which was 
transmitted to the film.*° This error was as much as 
1 cm. in a couple of cases. It may have been due 
to inaccurate positioning of the film in the cassette 
or improper positioning of the cassette in the holder, 
that is, pushing it all the way home. 

Magnification accounts for an error of from 20 
to 25 per cent with the target to film distance at 36 
inches according to Donnahoe.*? Friedman**® gives a 
table for the percentage of radiographic distortion at 
varying object to film distances which indicates that 
an object to film distance averaging 15 cm. with a 
target to film distance of 3% feet would “give a 16 to 
17 per cent distortion. 

A discussion of the sources of error in the pro- 
duction of a standing film may be summarized under 
two headings: (1) the errors in positioning the patient 
such as pelvic side shift, shifts in position due to 
pain, faulty weight bearing due to disturbance of the 
feet, and (2) errors in the x-ray technic such as 
error of magnification, errors in drawing up the films, 
et cetera. On the basis of differences in leg length 
observed in positioning the same patient by different 
technicians, x-ray differences in leg length of up to 
0.3 cm. may be considered within the limits of normal. 

INTERPRETATION 

Pearson** and Downing** both emphasize the im- 
portance of good interpretation of the standing x-ray. 
Many physicians tend to read much more from an 
x-ray than is actually in evidence. 

Swift®? observed that variations in the height of 
the femoral heads in respect to the mid-malleolar line 
are relative as well as actual. She concluded that it 
was impossible in a given case to determine with any 
degree of accuracy whether the condition was one or 
the other. A combination of both relative and actual 
shortening may be present. 

Pelvic side shift can cause relative shortening 
of the legs. An attempt was made to test the effects 
of side shift by x-raying subjects in the normal posi- 
tion and comparing the results with those obtained 
by x-raying the subject again after shifting the pelvis 
1 and 3 em. to either side without moving the position 
of the feet.*° Shifting a person to one side produced 
a relative shortening of the leg on that side. If the 
pelvis was shifted to the short-leg side, the relative 
shortening was increased. When the pelvis was shifted 
to the long-leg side, the relative difference between 
the legs was decreased. Where small differences existed 
in leg length, side shifting the patient to the long-leg 
side was found to equate the leg length. Shifts from 
the normal of as much as 3 cm. to either side resulted 
in relative changes in femur top height of as much 
as 0.5 cm. 

Pelvic side shift observed on the x-ray plate may 
be part of the normal compensatory mechanism for 
short leg, it may be due to muscle spasm or subjective 
pain, or it may be due to an error of positioning the 
patient. The influence of pelvic side shift on the x-ray 
findings presents a problem of x-ray interpretation in 
cases showing small differences in leg length or in 
cases with marked degrees of side shift. 
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X-RAY STUDIES 


Several studies of leg length have been reported 
—two of which are of particular interest. Reynolds 
and Hooton*® and Rush and Steiner*® reported the 
results of x-ray studies of leg length of subjects se- 
lected at random and not on the basis of a physical 
disability. Reynolds and Hooton chose college per- 
sonnel for their studies and observed that the long 
left leg occurred in the majority of both sexes, 63.16 
per cent of males and 73.91 per cent of females. They 
observed even leg length in 21 per cent of both sexes. 
Rush and Steiner selected a control group of 100 
general duty soldiers and x-rayed them in the course 
of their study of cases having low-back pain (Table 
IV). They observed that of the 100 cases, 71 had 
short legs; 41 of these had short right legs and 30 
had short left legs. These two sets of statistics pro- 
vide the only records of the incidence of short leg 
in the population. However, from a strict statistical 
point of view both series of results are selective and 
do not necessarily represent the population as a whole. 


TABLE IV—INCIDENCE OF SHORT LEG* 
A. 100 General Duty Soldiers (Cont-ol Cases) 
mm. of Total mm Number of Average 
_Difference Difference “ases in mm, 
1) Even none 29 : 
2) Right Short 0-5 74 19 3.89 
6-10 151 19 6.10 
11-20 35 3 11.66 
20 or over 0 0 0.00 
260 41 6.34 
3) Left Short 0-5 56 19 2.94 
6-10 74 10 6.80 
11-20 11 1 11.00 
20 or over 0 0 0.00 
141 30 4.70 
_s B. 1000 Cases of Backache 
mm. of Total mm. Number of Average 
___ Difference Difference Cases in mm. 
1) Even none 230 - 
2) Right Short 0-5 665 199 3.34 
6-10 963 119 8.09 
11-20 1128 78 14.47 
20 or over 278 10 27.80 
3034 406 7.47 
3) Left Short 0-5 604 196 3.08 
6-10 836 106 7.88 
11-20 739 55 13.43 
20 or over 188 7 6.71 
2367 3x4 6.50 


Data compiled by Rush and Steiner.” 


The method of x-ray study of Reynolds and Hooton 
was not described and the number of cases upon which 
the statistics were based was not given. Thus, the 
figures of Rush and Steiner are the more significant 
of the two as a study of the incidence of short leg. 
The statistics compiled in Table V represent x-ray 
studies of patients who have been selected for the 
most part because of low-back pain or some related 
postural abnormality. They were cases suspected of 
having a short leg. Thus the percentage of short-leg 
cases occurring in each series is significant only in 
relation to its own particular study. The percentage 


TABLE V—STUDIES OF X-RAY DIFFERENCES IN LEG LENGTH 


Investigator No. of No. of Cases No. of Cases No. of Cases 
Cases of Short Leg of Short of Short 
Right Leg Left Leg 
Bailey and Beckwith! 610 288 — 
Eggleston™ 465 338 186 152 
Hobbs™ 307 257 141 116 
Kerr et al.” 150 137 71 66 
Kraus™ 500 360 (increased sacral base plane) 
Pearson™ 200 135 1 
Rush and Steiner 1000 770 406 364 
Schw-h* 540 345 
Swift 90 62 29 33 
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of even-leg cases in these studies varied from 8 to 
about 35 per cent but for the most part it was fairly 
consistent. The question of compensation mechanics 
enters into any lengthy discussion of the significance 
of these results of leg-length differences. 

It is apparent that the right leg is shorter more 
often than the left, although the percentage difference 
between the two is small. The question arises as to 
whether handedness has any influence on the differ- 
ences in leg length. Sweigard*® in a study of the 
bilateral skeletal asymmetry concluded that right hand- 
edness had an influence on the upper thoracic area 
but that no pattern of asymmetry was found in the 
alignment of the spinal column as a whole. 

From 65 per cent to 91 per cent of the people 
having low-back pain have a difference in leg length. 
Rush and Steiner’s statistics show that 77 per cent 
of the group of soldiers presenting symptoms of low- 
back pain had a difference in leg length. Of these 
37.5 per cent had a difference in leg length over 5 mm. 
Among the controls 71 per cent showed a difference 
in the length of their lower extremities of which 33 
per cent had a difference of over 5 mm. Kerr and 
his associates*® found in their series of cases that 
62 per cent had a difference in leg length of over 5 
mm. Schwab found that 64 per cent of the cases 
he x-rayed had over 5 mm. shortening. 

The statistics of Rush and Steiner are particularly 
significant in that they show a similarity of difference 
in leg length between a group of patients presenting 
symptoms of bachache and a control group selected 
at random. The group with symptoms of backache 
had a higher percentage of cases among the classes 
showing 11 to 20 mm. shortening and 21 mm. or more 
shortening. 

Statistics recorded in Table V represent selected 
groups from different sections of the United States. 
The incidence of short leg corresponds except for the 
group examined by Pearson which showed a high 
percentage of short right legs. 

Table VI gives a tabulation of the amount of 
shortening observed by the different investigators in 
their x-ray studies. The statistics of Rush and Steiner 
again are the most interesting. 


TABLE VI--X-RAY-DETERMINED DIFFERENCE IN FEMUR 
TOP HEIGHT 
Inve-tigator so. of No. of Cases of Difference in Leg 
Cases Short Leg sength 
Bailey and Beckwith! 432 Average 8.8 mm. 
Kerr et al.™ 150 137 Right 0-4 mm.—18% 
5 or over—33.5% 
Left 0-4 mm.—20% 
5 or over—28.5% 
Rush and Steiner” 1000 770 Right average 7.47 mm. 
Left average 6.50 mm. 
Schwab* 540 345 Over 0.5 inch 
Swift?! 90 62 Average 7.2 mm. 


EFFECTS OF THE SHORT-LEG SYNDROME 

Many symptoms have been attributed to poor 
posture and to poor body mechanics. These complaints 
for the most part have been taken a priori as pointed 
out by Hellebrandt and Franseen* in their excellent 
review of the physiology of the erect stance in man. 
Outside of the complaints of an orthopedic nature, 
there is little scientific evidence to justify the claims 
that have been made in the name of poor posture. 

One of the obvious results of short leg is poor 
body mechanics which results in various types of 
postural disturbances—the outstanding one being sco- 
liosis. This relationship has been pointed out by many 
who have made studies of body mechanics.*:**?%48*! 
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The most common symptom associated with short 
leg is backache.'*°*°*? Rush and Steiner*’ concluded 
from their studies of standing x-rays of soldiers pre- 
senting symptoms of low-back pain that there was not 
enough x-ray pathology to account for the symptoms o/ 
backache in the group studied with the exception of the 
frequency of the difference in leg length which they 
found. Although a comparable number of control sub- 
jects showed differences in leg length, Rush an! 
Steiner still concluded that short leg was an etiological! 
factor in backache. [‘urthermore, statistics of the x-ray 
determinations of short leg showed that from 65 t 
91 per cent of the patients presented for postur:| 
study x-rays had short legs. 

Many osteopathic writers state that short leg 
responsible for chronic postural disturbances. The 
correction of these disturbances, they point out, is not 
maintained unless the poor body mechanics is al-o 

Other orthopedic problems which have been 
shown to be influenced by short leg are intervertebril 
disk,*° foot disturbances,'’ psoas fibrositis,** shoulder 
pain.*? Schwab* has presented a good discussion of 
the influence of short leg on body mechanics and the 
resultant disturbances which may arise. Goldthwait 
and his associates® believe that postural disturbances 
are directly related to arthritis. Increased stress of 
postural imbalance may in time lead to the develop- 
ment of osteoarthritis. Beadle** observed that in 
spondylosis there is a conspicuous arrangement of the 
osteophytic processes with a greater development in 
the right dorsal and left lumbar regions. 

Magoun** discussed several cases which responded 
to therapy which included treatment of a short leg 
edema of the vocal cords, persistent tinnitus aurium, 
functional heart condition, mastitis, recurrent disloca- 
tion of the right femoral head, and tic doulourewux. 
Pearson® presented a case of enuresis which responded 
to treatment of a short-leg postural problem. 


Fatigue has also been attributed to the short-leg 
syndrome. To date there has been little physiological 
evidence to substantiate this supposition. Clinically, 
many people state that they are less tired after treat- 
ment. Various studies have been made to determine 
the rise in oxygen consumption for standing as com- 
pared with the reclining or semireclining position.””” 
The rise in metabolic rate was observed to be negligi- 
ble or very small in all cases. The fatiguing effect, 
if one is present, as a result of short leg, must be 
explained by something other than an increase in the 
basal metabolic rate as a result of attempts of the body 
to compensate for poor posture. 

The low energy output for standing makes it 
unlikely that significant differences would be shown 
by comparative metabolic studies of subjects having 
good and poor posture. It would be better to try to 
explain the fatigue factor in some other manner. 
Hellebrandt and others® suggest that the fatigue asso- 
ciated with the motionless vertical posture may be 
due to cerebral anemia, since it disappears when the 
hydrostatic effect of gravity on the circulation is com- 
batted by the peripheral pumping effect of postural 
sway. Larsen®’ concluded that if the metabolic cost 
of standing is negligible, the accumulation of metalo- 
lites or depletion of energy reserves, as a_ fatigue 
causative factor, apparently may be ruled out. > ¢ 
suggests that the effect of standing on the redistr 
tion of body fluid weight is to delay the formation 
of motor stimuli of the antigravity and other mus 
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lature, leading to excessive sensory stimulation which 
results in an additive resultant expressed as the fatigue 
of standing. Short leg results in a larger leg volume,”* 
which should accentuate this proprioceptive mechanism 
o! fatigue. 
ACCOMMODATION TO SHORT LEG 

The effect of short leg upon body mechanics has 
been delineated by Schwab.$ He demonstrated that 
short leg results in a scoliosis which may be functional 
or static or a combination of both. Beilke*® contends 
that there are three mechanisms of adaptation to short 
ley. He believes that there is a definite transition from 
the simplest or most common type to the other two 
wich he ascribes to an altered sacral position. The 
first stage of accommodation in Beilke’s classification 
is the most frequent type observed. It simulates the 
physiological position assumed in simple side bending 
according to Strachan.'® The sacrum is tilted to the 
sile of the short leg; the lumbar spine is convex to 
the same side; the bodies of the lumbar vertebrae are 
lateroflexed to the opposite side and rotated into the 
convexity of the curve.” The second stage is transi- 
tional in character. Beilke states that the lumbar spine 
in the easy normal position cannot adjust to a change 
in weight stress. Pelvic side shift results and the 
spine assumes a position of marked flexion or exten- 
sion. The bodies of the lumbar vertebrae rotate into 
the concavity. A single lesion rotated and lateroflexed 
to the side of the long leg may be present at the 
junction of the fifth lumbar and sacrum or at the 
junction of the fourth lumbar on the fifth. Magoun’** 
accounts for the second stage as a result of psoas 
and abdominal muscle spasm which seeks to pull the 
spine into an erect position and eventually succeeds 
in spite of the uneven femur tops. Magoun believes 
that the third stage is an overcompensation mechanism 
as a result of continued soft-tissue tension. According 
to Beilke the third stage is the result of a further 
attempt to establish balance. A simple lateroflexion 
mechanism starts from above downwards resulting in 
additional weight stress on the originally high side 
of the sacrum which forces it to level off, usually in 
the second stage, and finally to tilt to the long-leg 
side in the third stage. A new curve develops convex 
to the long-leg side which finally engulfs the entire 
spine and the sacrum (Fig. 2). 

Kerr and his associates*® analysed their cases in 
relation to the three mechanisms of compensation. 
They found that more second and third degree and 
atypical compensation cases occurred in the groups 


First Stage 


Second Stage 
Stages of accommodation to short leg. 
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with the least amount of shortening. They raised the 
question as to whether these stages were actual or 
just relative changes due to inherent error in the x-ray 
picture. They state that there were many transitional 
stages which could not be adequately classified. Some 
of these atypical cases were due to factors such as 
psoas spasm or fibrosis and congenital anomalies of 
the sacrum and lower lumbar vertebrae. Kerr and 
his associates also observed that the type of accommo- 
dation was not influenced by the amount of shortening, 
the age of the patient, or the duration of symptoms. 


Bailey and Beckwith’ studied the effect of anoma- 
lies on short-leg accommodation and concluded that 
anomalies play little part in determining the short-leg 
side. 

Larson™ limits his classification of short-leg ac- 
commodation mechanism to two stages. They are 
similar to Beilke’s stage one and stage three. Larson 
believes that the maintenance of the lumbar convexity 
on the long leg side (stage three) is dependent upon 
the presence of a sacroiliac lesion on that side. He 
states that the compensatory pattern will occasionally 
be confused by some particular muscular stress such 
as the common example of psoas muscle contraction. 


Pitkin and Pheasant" studied the motion of the 
sacroiliac joint and made the following detailed analy- 
sis of pelvic motion which Pearson**** has modified 
on the basis of his studies of structural problems and 
their x-ray picture. In the following description it 
is assumed that the left leg is short. (1) The right 
acetabulum is raised and the pelvis tilted toward the 
left. (2) The pelvis is shifted as a whole to the right 
in relation to the mid-heel line (shown by the symphy- 
sis and midpoint of the sacrum). (3) There is adduc- 
tion of the right leg and relative shortening or lowering 
of the top of the sacrum (caused by the pelvic shift 
right). There is abduction and relative lengthening 
of the short left leg in an attempt to raise the sacrum 
on the left side (shown by the change in the angle 
of the neck of the femur and through relative changes 
in the size of the ilium). (4) The left ilium is rotated 
forward about the transverse axis of the symphysis 
(shown by an increase in the angle of inclination on 
the left) which causes further relative lengthening 
of the short left leg by elevating the left sacroiliac 
joint and lifting that side of the sacrum (seen on the 
standing film through an altered distance from the 
fourth and fifth lumbar bodies to the iliac crest). 
(5) The right ilium tends to rotate backward about 
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the transverse axis of the symphysis pubis (part of 
the sacral leveling mechanism). (6) Rotation of the 
ilia, abduction of the left hip, and adduction of the 
right hip are an effort to correct the tilt of the pelvis. 
These efforts are effected through muscle pull on the 
bones and are coordinated through the mechanisms 
for maintenance of balance. If the strain is beyond 
the physiological reserve of muscle function, contrac- 
tures are maintained and fibrosis develops. If these 
mechanisms are not sufficient to correct the tilt of the 
pelvis toward the left, the lumbar spine will show a 
scoliosis that is convex toward the left. The bodies 
rotate toward the convexity of the scoliosis. (7) The 
lumbar lordosis usually increases. (8) The trunk as 
a whole tends to list toward the right. The lateral 
pelvic shift frequently corrects this tendency and some- 
times overcorrects it. (9) This is the complete pic- 
ture of functional scoliosis. 

Attempts to interpret the elements entering into 
pelvic accommodation have been made from standing 
x-rays by osteopathic examiners. Pelvic rotation and 
side shift have been analysed by the study of the 
position of the mid-point of the first sacral segment 
and the mid-point of the symphysis in relation to the 
constructed mid-malleolar plane. Until standardization 
of the standing x-ray procedure is completed conclu- 
sions from such studies will be inconclusive. Further- 
more, disagreement exists as to the interpretation of 
the same findings. It is extremely difficult to translate 
the complete mechanism of pelvic accommodation 
which takes place in three dimensions from a shadow- 
gram in two dimensions. There is a tendency for the 
investigator to become so absorbed in the details of 
measuring pelvic accommodation that he loses sight 
of their importance to the study as a whole. If the 
two-dimensional x-ray representation of the pelvis is 
envisioned as a three-dimensional cylinder with the 
symphysis and the first sacral segment at opposite 
sides of the cylinder, it is apparent that the primary 
accommodation movement of the pelvis is a latero- 
flexion or tilt to the side of the short leg. This results 
in a displacement of the first sacral segment to the 
short-leg side of the mid-malleolar line and the sym- 
physis to the opposite side (Fig. 3). This is the most 
common disposition seen by Kerr and his coworkers.?° 
If a marked side shift of the pelvis occurs, the 
symphysis and the first sacral segment will be observed 
to be on the same side of the mid-malleolar line. The 
second largest group in Kerr’s series had a pelvic tilt 
and a pelvic side shift to the short-leg side. 

Pitkin and Pheasant,"! Larson,'* Pearson,?*:** and 
others all state that the pelvis shifts to the long-leg 
side in accommodating for short leg. According to 
Strachan’® the physiological motion of the pelvis 
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Fig. 3. Pelvic accommodation to short m—mid-heel 


leg. 
line, p—symphysis pubis, s—sacrum. 


REVIEW OF THE SHORT-LEG PROBLEM—BEAL 


Journal A.O.A. 
October, 1950 


observed in sidebending the trunk is a shift to the 
opposite side. By definition, movement of the symphy- 
sis in relation to the mid-line has been assumed to 
represent pelvic side shift. In the majority of cases 
the greater part of the movement of the symphysis 
is not due to pelvic side shift but to pelvic tilt. It is 
obvious that certain of the conclusions on pelvic side 
shift have been based upon the x-ray position of the 
symphysis. Thus the evidence for pelvic side shift 
needs re-evaluation and further substantiation. 

The pelvis is capable of making other compens:- 
tory changes such as those described by Pitkin and 
Pheasant."! The ilia may rotate in an anterior posterior 
plane. Differences in the relative height of the pubic 
bones are indicative of rotational changes of the ilia 
The pelvis may rotate in a coronal plane as indicate 
by changes in the obturator shadows and the relation- 
ship of the sacrum and symphysis. These movemen's 
are difficult to interpret from the two dimension. | 
x-ray film and conclusions which have been drawn 
should be viewed with a critical attitude. 

An analysis of the relationship of short lv, 
symphysis shift, and lumbar convexity based on 200 
cases from the low-back study undertaken at the Chi- 
cago College of Osteopathy*® is presented in Table V[!. 


TABLE VII—ANALYSIS OF RELATION OF SHORT LEG, S\ I. 
PHYSIS SHIFT, AND LUMBAR CONVEXITY BASED ON 
200 CASES OF LOW-BACK DISORDER _ 
No. of P 
Cases Cent 


Short Leg 


Symphysis Lumbars convex to the 
shift to short-leg side 29 1 
short leg Lumbars convex to the 
side long-leg side 17 8 
Lumbar convexity absent 11 3 
Symphysis Lumbars convex to the 
shift to short-leg side 71 3 
long leg Lumbars convex to the 
side long-leg side 24 12 
Lumbar convexity absent 10 5 
Symphysis Lumbars convex to the 
in the short-leg side 5 2 
midline Lumbars convex to the 
long-leg side 3 1.5 
Lumbar convexity absent 6 
Even Leg 
Symphysis Lumbars convex same side 
shift as the symphysis 8 
Lumbars convex opposite 
side to the symphysis 9 
Lumbar convexity absent 3 1.5 
Symphysis Lumbars convex 3 
in the Lumbar convexity absent 1 
midline 
200 100) 


Bailey and Beckwith’ concluded that analysis of 
the position of the symphysis in relation to the mid- 
line was valueless. 

SACRAL BASE 

The sacrum is the base of support for the spinal 
column. Thus, it is of prime importance in the evalua- 
tion of lift therapy for short-leg cases. Eggleston’ 
points out that the sacral base is seldom clearly defined 
in the standing film. Taking the standing pictures in 
a different plane so that the top of the sacrum would 
be clearly visible has been advocated. This should be 
a valuable addition to the postural analysis. 

Several methods are used to demonstrate sacral 
tilt on the x-ray plate. Beilke® picks corresponding 
points at the top of the sacrum and extends perpen- 
diculars to the mid-heel line. If a difference is present 
in the height of the lines, the sacrum is said to be 
tilted to the lower side. Bailey and Beckwith’ magni'y 
the impression of sacral tilt by constructing a per- 
pendicular to the line intersecting the sacral spines 
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so that it intersects perpendiculars erected from the 
top of the heads of the femurs. Perpendiculars are 
then dropped from these intersections to the mid-line. 
The difference between the latter two perpendiculars 
is ascribed to the sacral tilt (Fig. 4). Table VIII 
contains data from three x-ray studies on sacral tilt. 
The lack of uniformity of the method of determining 
sacral tilt is attested by the variations in these results. 
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ment of physiological scoliosis. Swift®' found that 
73 out of 89 cases had a definite curve in the lumbar 
spine and that both functional and organic types ex- 
isted. The findings of some of the other investigators 
are summarized in Table IX. The majority of the 
short-leg cases have the convexity of the lumbar curve 
to the short-leg side. There is considerable variation 
in the percentages given for the various series but 


=< 


Fig. 4. Methods of demonstrating sacral tilt. m—mid-heel line, n—mid-sacral line, o—perpendicular to the mid-sacral line, 
Ps Pe—perpendiculars from similar points to the top of sacrum to mid-heel line, ri, r-—perpendiculars erected from the tops 
of the heads of the femurs, ti, t-—perpendiculars dropped to the mid-heel line. 


TABLE VIII- 
Sacral Tilt to 
Short-Leg Side 
194 or 72% 
46.4% 
49.2% 


SACRAL TILT 

Sacral Tilt to 

Long-Leg Side 
27 or 12% 


Sacral Tilt 
Absent 
32 or 16% 


Investigator 


Bailey and Beckwith! 
Eggleston™ 


Kerr et al.” 17.5% 


Lateroflexion of the sacrum observed on x-ray 
has been interpreted as indicative of a clinical picture 
of anterior sacrum. This was not substantiated by the 
statistics of the low-back study at Chicago.*° The 
low sacral side on the x-ray and the clinical diagnosis 
of anterior sacrum corresponded in only 60 per cent 
of 200 cases studied. 


LUMBAR CURVE 


Scoliosis in the lumbar spine is part of the com- 
pensatory adjustment of the body to differences in 
leg length. Pearson®* believes that the lateroflexion 
of the spine occurs in those cases of short leg in which 
the sacral leveling mechanism is not sufficient to cor- 
rect the tilt of the pelvis. Kuhns" believes that if 
the musculature is good, differences in leg length are 
of no serious consequence and adequate compensation 
is made in the pelvic girdle. Where the musculature 
is weak, even small differences in leg length may lead 
to a lateral displacement of the trunk and the develop- 


about half of the cases in any series have a correlation 
of short leg and lumbar convexity to the same side. 
TREATMENT 

The treatment of the short-leg syndrome has been 
discussed by many angle 
Case histories have been presented by Denslow,°**** 
Magoun,** and 

The management of each case depends upon the 
individual findings and the patient’s response to treat- 
ment. Thorough osteopathic manipulative treatment of 
each patient from head to foot to adjust the faulty 
mechanics is necessary for the best response. Foot 
disturbances must not be overlooked. The emphasis 
of specific manipulative treatment is upon the lesions 
occurring in the pelvis and the low back, but disturb- 
ances in the upper spinal areas should be corrected 
to give the patient the maximum symptomatic relief. 
The duration of single treatments and the length of 
the course of treatment are purely individual matters. 
Success in cases of long-standing postural distress with 
fibrotic musculature will be rewarded only by diligent 
effort in the application of soft tissue and articulatory 
treatment. 

Treatment of short-leg cases is greatly assisted 
by the use of lift thérapy. Lifts are pads of cork, 
rubber, or leather which may be worn in the heel of 
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TABLE IX—LUMBAR CONVENITY _ 


No. of 
Cases 


No. of Cases 
Of Short Leg 


Conv exity to 
Long-Leg Side 


Convexity to 


Convexity 
Short-Leg Side 


Absent 


545 
176 


137 
135 


200 

307 

150 
Pearson® 


125 
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the shoe or added to the heel outside. If one leg is 
elevated by placing a block under the foot, the spine 
will lateroflex to the long-leg side. If the block is 
removed, the spine will return to its normal position. 
The rationale of lift therapy is based upon this physio- 
logical principle. A lift is placed under the short leg 
to level the base of support of the spine and thus 
allow it to return to its normal contour. Lift therapy 
assists manipulative treatment by making the benefits 
of the treatment more effective and lasting. When 
lifts are not used, the effect of the treatment is apt 
to be transitory. 

The objective of lift therapy is the correction of 
the scoliosis caused by the short leg. Lifts are not 
indicated in all cases of lateral imbalance. Strachan’® 
cautions against their use in elderly patients with 
fibrosis. Age in this instance is judged by the physio- 
logical condition of the spine rather than chronological 
age. Experience, Magoun® states, has modified the 
restrictions he imposed upon the lifts in cases of well- 
compensated individuals, in the aged, in the extremely 
scoliotic, and in cases of ankylosis. Precautions should 
be maintained in the treatment of scoliosis due to polio- 
myelitis or other causes in which there may be a 
unilateral loss of spinal muscle tone. Lifts in these 
cases have sometimes resulted in an aggravation of 
the scoliotic curve. 


The decision to use lift "therapy rests upon the 
results of the structural examination and x-ray find- 
ings. A conservative approach is to treat all suspected 
short-leg cases for a month prior to ascertaining the 
x-ray degree of shortening. Certainly all cases of 
acute muscle spasm should be treated manipulatively 
until the spasm is reduced before the standing x-ray 
examination is made. The amount of lift necessary 
in a particular case is based upon the clinical findings, 
the x-ray difference in leg length, sacral tilt, and the 
degree of scoliosis. If there is an anomalous condition 
at the lumbosacral junction, the top of the fifth lumbar 
is taken as the base of the spine and its degree of tilt 
is considered in the decision for lift therapy. 


Having estimated the probable total amount of 
lift necessary for the case, the initial amount of lift 
to be used is decided upon the basis of the age of the 
patient, the flexibility of the spine, and the total amount 
of estimated lift. The correctness of the initial lift 
is derived from clinical trial. In young individuals a 
quarter- or half-inch lift may be used initially without 
untoward symptoms. In elderly persons an eighth of 
an inch is usually sufficient to start. 


If the management of the case calls for an initial 
trial of lift therapy or if the total amount of lift is 
to be built up gradually, it is often advisable to have 
the patient wear a pad in the heel of the shoe rather 
than have all his shoes changed. Some people prefer 
to wear a pad of rubber, cork, or leather inside the 
shoe, which may be transferred from one pair of 
shoes to another. Others find this method uncom- 
fortable and would rather have the lift added to the 
heel of the shoe. It may be convenient for the patient 
to have only one or two pairs of shoes altered in the 
beginning if he is undergoing a trial of lift therapy. 
Leather or cork may be added to the heel of the shoe. 
A word of caution is prompted from experience. The 
physician should always measure the lifts himself. 
Often an overzealous or careless cobbler will give the 
patient more lift than is requested. Once lift therapy 
is instituted, the lift should be worn in all shoes or 
slippers used by the patient. 
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An eighth- or quarter-inch lift can be worn inside 
the shoe or added to the outside. When one-half inch 
is to be added, it is better to add one quarter inch 
to the heel of the short-leg side and remove one 
quarter inch from the heel of the opposite shoe (the 
long leg). With additions of three quarters of an 
inch or more, it is important to make sure that the 
weight of the shoes is the same. Custom built shows 
can be purchased, if the amount of lift is greater thin 
three-quarters of an inch. 

Yonders® cautions that the use of lifts n 
initiate foot disorders in patients with weak feet. | 
advocates the use of a complete insole where lifts 
put in the shoe, provided that the shoe is large enou; 
In cases in which a correction of greater than one qu 
ter inch is to be used Yonders advises that the s 
should also be built up by the added amount. Some ca-~ s 
require wedging of the heels to overcome the pronat). 
which is present especially when heel lifts are adc. 
to the shoe. 

Strachan” states that in children lifts should 
applied slightly less than the differences as shov n 
upon x-ray as the difference in leg length may decres -« 
or disappear before closing of the epiphyseal lin: s. 
The child should be watched closely for indicatic 
for altering the thickness of the lift. 

The addition of the lift may be done in gradu | 
stages of one eighth inch at a time or in one quart:r 
inch variations. Some investigators use variations «{ 
sixteenths of an inch. The addition of the lift depens 
upon the patient’s progress under treatment. Some 
patients will achieve comfort with only a slight amount 
of the estimated lift added and if a greater amount 
of lift is employed untoward symptoms develop. They 
may stay comfortable for weeks, months, or even 
years before they need an addition to their lift. Re- 
check x-rays are of importance in evaluating the 
patient’s progress with lift therapy. A recheck x-ray 
should be taken with the patient wearing his shoes 
and lift so that changes as a result of lift therapy may 
be ascertained. 

The treatment of the primary or first stage of 
accommodation is relatively simple and straightforward 
and is usually met with good results upon the part of 
the patient. The second and third stage mechanisms 
and the transitional stages which are observed are the 
ones which present the problem. Their treatment is 
based upon the assumption that if a lift is placed under 
the side of the lumbar convexity, the curve will even- 
tually straighten out. Lifts are therefore placed under 
the long-leg side in the third stage to facilitate treat- 
ment of the lumbar scoliosis. This is only a temporary 
measure and as soon as the treatment of the scoliosis 
is effected, the lift is transferred from the long leg 
to the short leg. Strachan*® adheres to the simple rule 
of placing the lift under the side of the convexity of 
the curve. When the mechanism is confused Larson" 
employs the rule of placing the lift under the leg on 
the side of the anterior sacrum. 

The role of osteopathic manipulative treatment is 
not lessened with the addition of lift therapy. To the 
contrary, it is enhanced. The lift is used to maintain 
the correction obtained in treating the patient. Tlic 
patient may complain of an aggravation of symptors 
following the use of lift therapy. There may be so: 
new aches and pains—backache, leg pains, and shoul 
and neck pains are sometimes observed. The us! 
complaint, if no obvious pain is experienced, is 4 
feeling of fatigue. It is important to see the pati 
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at least twice a week for the first few weeks to help 
him through this adjustment period. Thereafter, treat- 
ment may be regulated according to the individual case 
ani its response to therapy. In cases of considerable 
lumbar fibrosis as a result of compensation for short 
ley, regular osteopathic manipulative treatment should 
be carried out until the fibrosis is broken down. This 
ne-essitates a program of treatment which the patient 
an! physician should discuss and outline together. 
Alter the patient becomes comfortable, he may respond 
be-t to treatment at monthly intervals. Later he may 
be seen at intervals of 3 and 6 months. With the intelli- 
get patient the frequency of treatment may be left 
to his own discretion. The patient with a bad postural 
picture should be impressed with the fact that his 
treatment is never ended—that he may have to return 
from time to time for periodic examinations and treat- 
ment. In some cases the lift may have to be altered 
or adjusted at intervals. ‘ 


The criteria of the success of lift therapy are, 
fir-t, whether the patient becomes symptom-free under 
treatment and, second, whether the symptoms reappear 
upon removal of the lift. The results of treatment 
are the subjective improvement in the patient’s com- 
plaints, usually the removal or lessening of the low- 
back pain. Many patients under treatment for short-leg 
syndrome remark upon how much more energy they 
seem to have. This again raises the question as to 
whether this increase in vitality is a result of the 
amelioration in posture. Clinically, improvement in 
posture appears to be associated with an improvement 
in vital energy. 


Objective evidence of the results of lift therapy 
are sadly lacking in medical literature. Outside of a 
few case histories there is no clinical report of the 
results of lift therapy. A study of the cases from 
the Chicago low-back series*® showed little change in 
the convexity of the curve in the majority of cases 
where x-rays were taken before and after lift therapy. 
In a few cases the curve had changed; these were 
presumably the only cases of physiological scoliosis 
in the series which had had recheck x-rays. The most 
obvious changes were in the pelvis and its relation to 
the mid-heel line. The top of the femur in most cases 
of lift therapy showed a decrease in the difference 
in leg length. However, some cases did not show any 
change in the difference in leg length, and quite a 
few did not show a measurable increase in the height 
of the short femur commensurate with the amount of 
the lift which had been added. 


In a few cases in which serial standing x-rays 
were taken at intervals, further compensatory changes 
took place while the patient was under treatment even 
though the lift was the same. The pelvic tilt was 
lessened on the side of the lift, sometimes an equiva- 
lent amount equal to the lift being accounted for by 
measurement. The sacral tilt was observed to be de- 
creased in most cases. The outstanding measurable 
change in most cases was the shift of the pelvis from 
a position of abnormal relationship to. the mid-heel 
line to one of better position. Both the sacrum and 
the symphysis were observed to be closer to the mid- 
heel line. If the pelvis had side-shifted to the short-leg 
side, it was usually observed to be closer to the central 
position in relation to the mid-heel line. This x-ray 
observation of the tendency for the pelvic base to 
assume a more physiological position explains the chief 
result of lift therapy—that of improving the body 
mechanics and thus reducing the weight-bearing 
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stresses of the body. ‘Improvement in posture also 
results in an amelioration of backache because of les- 
sening of the chronic muscular contraction needed to 
counteract the abnormal posture. This loss of pain 
may partially explain the increase in body vitality 
associated with good body mechanics. 

DISCUSSION 


The presentation of this paper has opened many 
avenues of thought to the writer. The stress placed 
upon the standardization of the standing postural- 
study x-ray may seem pedantic to the busy practitioner 
who makes a hurried structural examination of his 
patient and arbitrarily puts the patient on lift therapy 
without the benefit of an x-ray examination. Research 
correlating x-ray and physical findings is needed to 
clarify the indications for the application of lift ther- 
apy. Serial x-ray studies are necessary to find out 
the effects of therapy over a period of years. Only 
on the basis of such studies will the empirical use 
of lift therapy on the basis of physical signs be 
justified. 

Pelvic side shift may produce a relative shorten- 
ing of one leg. The x-ray interpretation of relative 
and actual shortening of leg length involves a con- 
sideration of the effect of pelvic side shift. Pelvic side 
shift to a given side will cause a relative lowering 
of the femur top on that side. An estimate of the 
effect of side shift should be made when it is present. 
In borderline cases in which small differences in leg 
length are found pelvic side shift may account for 
the discrepancy in leg length observed on the x-ray 
plate. 

Borderline cases present the real diagnostic and 
therapeutic problem in cases of short leg. Sometimes 
the x-ray examination must be ignored and a thera- 
peutic trial of lift therapy be attempted. The justi- 
fication of the use of lift therapy in all cases of short 
leg presenting symptoms of fatigue is questionable. 
Many a psychoneurotic, complaining of fatigue, has 
been subjected to treatment by lift therapy by an 
overzealous physician. 

“Level the sacral base” is the clinical aphorism 
in lift therapy. However, since the upper border of 
the sacrum is not always clearly defined, the use of 
sacral tilt cannot be relied upon in all cases. More- 
over, anomalies at the lumbosacral junction or a lack 
of visible sacral tilt may necessitate the substitution 
of the upper borders of the fourth or fifth lumbar 
vertebrae in the clinical evaluation of spinal support. 
The response of the sacrum to lift therapy is equivocal. 
Sometimes the lift does not produce a visible x-ray 
effect on the sacrum; other times the effect produced 
is not commensurate with the amount of lift used. 
Further study of the effects of lift therapy on the 
sacrum should be enlightening. 

Kerr and his associates*® raised the question as to 
the accuracy of the present method of classification 
of short-leg accommodation. The present system has 
the advantage of simplicity but the classification of 
the second and third stage mechanisms leaves a nucleus 
of unidentifiable cases. There is no evidence that 
there is a transition from type one to type three. 
Further study of the accommodation mechanism and 
the application of lift therapy is necessary to broaden 
contemporary knowledge and to improve therapeutic 
management of the problem. 

Should all cases of short leg be treated by lift 
therapy whether symptoms are present or not? This 
raises the question as to whether lift therapy can be 


classified as prophylactic treatment. Until more definite 
evidence is obtained relating to osteoarthritis, chronic 
muscular disorders, and other chronic functional dis- 
orders as each concerns the short-leg postural problem, 
it is not wise to state categorically that all cases of 
short leg should receive treatment. The need for lift 
therapy is an individual problem. Each person makes 
his own individual adjustment to differences in leg 
length. The body build, muscle bulk, and muscle tone 
are important factors in the individual’s compensation. 
The tone of the spinal musculature is of special im- 
portance. Even a person having considerable shorten- 
ing may be symptom-free if his spinal muscles are 
in good tone. 

Several methods have been empioyed to study 
short-leg problems. Each study gives the physician 
valuable information. A combination of x-ray and 
physical tests would give more information about each 
case. The following would be an ideal x-ray examina- 
tion: x-ray by Beilke’s technic? to determine the 
patient’s normal stance pattern, stereoscopic films to 
determine the mechanics of pelvic accommodation, 
x-ray by Rush’s technic*® to determine the actual 
amount of shortening, fluoroscopic examination by the 
technic of Judovich and Bates'* to determine the effect 
of lift on the patient, and special tilt x-rays to deter- 
mine the degree of sacral tilt. 
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These are all static examinations. To project the 
study of body mechanics into the future, speculation 
must be made of the possibilities of dynamic postural 
studies. Medicine is becoming a study, of dynamic 
integration. What answers await the development and 
application of new methods to the study of the body 
in action? 
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The scientifically clear-sighted Dr. Lane succinctly summed 
up Dr. Still’s contribution to science as inclusive of adjustment 
and immunity; the latter being at least an indispensable condi- 
tion to security against disease, for thereby the activity or 
function of the cells may be freely expressed. Dr. Lane 
clearly saw the true significance of these contributions and 
their bearing on present day medicine. He had a firm grasp 
of the history of science, a personal experimental knowledge 
of present day methods and tendencies, and, as a consequence, 
a vision of the work needed or required for tomorrow. He 
was enthusiastic for the future, firmly believing that the man 
of science could verify or confirm by methods of pure science 
the clinical results daily secured by osteopathic therapy. 


We emphasize this for the simple and substantial reason 
he had respect only for verifiable facts, although like most 
scientists he would at times indulge his philosophical fancies, 
yet he always knew where fact ended and hypothesis held 
sway. Laboratory facts have their limitations; still they are 
facts, nevertheless, depending upon the significance of their 
interpretation, which in their relationship to a very complex 
mechanism should always be carefully guarded or else some 
subsequent fact, associated with the preceding one, may present 
an entirely different phase to the equation. But the inter- 
pretation of a series of facts may in time establish a theory, 
if sufficiently supported clinically, that is of commanding 
importance. 


Dr. Still was not a laboratory man in the sense as we 
understand the term today, but he had the utmost respect 
tor the laboratories of nature as all his writings vividly and 
abundantly attest. Although he was perfectly willing to trail 
the facts discovered by the physiologist and chemist, still they 
must measure up with at least a modicum of clinical sub- 
Stantiation. (And it is surprising how clearly he foresaw 


Some of the developments of the past decade.) But we all 
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realize that even today with all the present wealth of lab- 
oratory effort that the gaps are far in excess of the bridges 
and that as a consequence hypotheses pad many pages. We 
have been passing through a laboratory age, which no doubt 
has colored and still is coloring our efforts to an unwonted 
degree. Not that laboratory work is not well and good as 
far as its limitations permit, but rather that laboratory work 
as some seem to be led to think can usurp the crown of 
scientific medicine, with everything else thrown into the dis- 
card. This constitutes the fatal mistake upon the part of 
some. The laboratory controls or masters them unwarrantedly, 
instead of utilizing the laboratory as simply one means to 
an end. Diagnosis and therapy have other important arrows 
in their quiver. 


Dr. Still's diagnostic forte was the detecting, analyzing and 
interpreting of the minutiae of structural registrations. His ther- 
apy was the applying of this knowledge. This meant to him far 
more than most of us are fully aware. Many of us saw his 
painstaking palpatory efforts, based upon a surprising knowledge 
of the living anatomy and physiology. But how many have been 
willing to devote even a respectable fraction of time to this 
work? All willingly grant that he was a genius, and still with 
such an example before us we fall down even in creditable imi- 
tative effort. This is a little hard to explain. It can’t all be due 
to lack of diligence or will power. Is it not probable that 
false hopes, based on certain accomplishments, inspired by the 
present laboratory age have disrupted basic values? But there 
are evident signs that the pendulum is swinging back again, 
which, of course, means that it will carry and hold a certain 
gain in its extreme excursion, with an added impetus given 
to structural clinical prosecution. So probably through con- 
trast and evaluation we may confidently look forward to 
considerable accomplishment in the coming decade —Carl Philip 
McConnell. Reprinted from THe JouRNAL oF THE AMERICAN 
OsTEoPATHIC ASSOCIATION, November, 1925. 


Journal A.O.A. 
October, 1950 


The Role of the Radiologist in Relation to 
Degenerative Diseases* 


EUGENE R. KRAUS, D.O., F.A.O.C.R. 
New York City 


Simply stated, degenerative disease occurs when 
the catabolic processes outstrip the anabolic ones. Gen- 
erally speaking, the degenerative diseases are the slowly 
progressive ones associated with aging and spoken of 
as “chronic.” Actually, time has no uniform effect on 
the rate of aging which is a physiological phenomenon 
modified by environmental, bacterial, hereditary, con- 
stitutional, and innumerable metabolic factors. The 
older biologists used to speak of “poor protoplasm” 
and that is as good a description as is available. For 
some the clock runs down faster than for others and 
the radiologist can judge physiological age by changes 
in the various tissues such as demineralized bone, the 
replacement of robust functioning tissue by the cheap 
substitute of inert fibrosis, and by abnormal deposits 
of calcium in retrogressing pathological tissues. The 
radiologist’s sign posts of the degenerative diseases 
are atrophy, fibrosis, and calcification. 


The old dictum that a man is as old as his arteries 
holds and it may apply to joints and viscera as well. 
The entire organism does not age equally at the same 
rate and few men disintegrate totally as did Holmes’ 
“wonderful one-hoss shay.” Some of its parts run 
down faster than others and it may be said that a 
man’s liver, kidneys, or heart died before the rest of 
him. 

The function of the radiologist with respect to 
degenerative disease is twofold. First, by diagnostic 
methods, he can demonstrate the gross anatomy and 
physiology of various organs and confirm the work 
of the physiologist or research worker. By film studies 
and fluoroscopy he may find variations from the nor- 
mal, thus aiding the clinician in establishing a diagnosis 
and presaging the pathologist, or he may follow the 
course of a given disease during treatment and assist 
in prognosis. Second, he may prescribe various types 


*Presented at Afternoon Session A, Fifty-Fourth Annual Conven- 
tion of the American Osteopathic Association, Chicago, July 13, 1950. 


Fig. 1. Case 1. Hip of a man 102 years old with no arthritic changes. 


of radiation therapy for arrest or amelioration of « 
degenerative process. 

The subject is so extensive and space so limited 
that only a few examples can be shown to illustrii‘e 
this fascinating subject. Some cases will be included 
to emphasize the fact that age is not always the «'|- 
important factor in degenerative diseases. 


ILLUSTRATIVE CASES 

Case 1 (Fig. 1) was that of a man with a fr:c- 
tured hip which, because of technical factors, had ‘o 
be nailed twice within a week. He was 102 years « 1. 
The x-ray showed the hip joint to be, despite his grout 
age, practically free from arthritis. Although his | p 
had to be nailed twice, the patient made a comp!:te 
recovery. 

Case 2 (Fig. 2, 3, and 4) was one of proge:ia 
in a child 6 years old with renal rickets. The by 
presented the outward appearance of a dwarfed «id 
man with a fringe of gray hair around a bald he: |. 
The larger boy in Figure 2 was a normal child of 4. 
In renal rickets the kidneys are contracted and fibro<ed 
and show marked arteriosclerosis. Because of the k |- 
neys’ inability to function properly, excessive phos- 
phorus is retained in the blood, acidosis is prescit, 
and there is decalcification and deformity of bones 
with failure of epiphyseal development. Cases 1 and 
2 present the paradox of a youngster of 102 with 
minimal joint changes and an oldster of 6 with senile, 
contracted, and sclerotic kidneys. 

Case 3. Figures 5 and 6 show the heart of a 
hypertensive patient 62 years old selected because it 
is agreed that arteriosclerosis goes hand in hand with 
degenerative diseases and leads to myocardial failure. 
In Figure 5 the aorta is somewhat widened and there 
is a suggestion of hypertrophy of the heart but the 
pulmonary fields are clear and there is no radiographic 
evidence of decompensated heart disease. An x-ray 
made 4 years later (Fig. 6) shows the heart markedly 


enlarged, venous engorgement of the hilar vessels, 


Fig. 2. Case 2. Progeria secondary to renal 


rickets in a boy of 6. Note the bald head and the fringe of hair which is gray. The taller boy is a normal child of 4. 


Fig. 1 


Fig. 2 
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Fig. 3 
Figs. 3 and 4. Case 2. 


Fig. 4 


Fig. 5 Fig. 6 


Bone changes in renal rickets such as cupping of the epiphyses of the hips, knee joints, and ankle 


joints; osteoporosis, particularly of the shafts of the femora and tibiae, and a beginning bowing of the tibial shafts. Fig. 5. 
Case 3. Hypertensive heart disease in a 62-year-old patient. X-ray shows slight hypertrophy of the heart and a widening of 
the aorta but no signs of pulmonary failure. Fig. 6. Same case 4 years later. The heart is markedly enlarged and there is 
venous engorgement of the hilar vessels, early pulmonary edema, and pleural effusion at the left costophrenic angle—all 


evidence of myocardial failure. 


early pulmonary edema, and pleural effusion in the left 
costophrenic angle. Films made 10 days later following 
digitalization still showed hypertrophy but the dilatation 
noted earlier was absent and there was no sign of 
pulmonary edema or pleural effusion. A film made 
3% months later showed a complete congestive failure 
with dilatation of the chambers, pulmonary edema, and 
pleural effusion. The patient died the next day. The 
autopsy findings were those characteristic of degen- 
erative disease secondary to arteriosclerotic hyper- 


tensive heart disease—cardiac enlargement, pleural 
effusion, occluded old right coronary, myocardial 


infarct, peripheral edema, thrombus of the left ven- 
tricle, and infarct of the right lower lobe. 

Case 4. Figure 4, by way of contrast, shows car- 
diac hypertrophy and dilatation in a 10-month-old 
infant who, on admission to the hospital, was scrawny 
and underdeveloped. At 12 months, when readmitted, 
the heart had grown larger. There were no clinical 


signs of congenital heart disease. The child died at 
the second admission and autopsy showed chronic 
interstitial myocarditis (Fiedler’s type), marked endo- 
cardial fibrosis, hypertrophy and dilatation of the heart, 
atrophy of the muscle cells, and fibrous tissue replace- 
ment. This child was only 1 year old but death resulted 
from chronic degenerative heart disease just as it 
did in the old man in the preceding case. 

Case 5 (Figs. 8 and 9) was an example of the 
disease known as atrophy of the lung, which occurs 
only in older people. There was a steady progression 
of fibrosis in the pulmonary fields in a 5-year period. 
In this disease the expansible alveolar tissue of the 
lung atrophies and is replaced by inelastic fibrotic tis- 
sue. Because of the increased interstitial tissue there 
is resistance to the flow of blood in the pulmonary 
circulation with resulting cor pulmonale or right-sided 
heart failure. 

Case 6 (Fig. 10) was one of esophageal varices 


Fig. 7. Case 4. Marked enlargement of the heart due to an hypertrophy and dilatation in a 10-month-old infant without 


clinical signs of congenital heart disease. 


Fig. 8. Case 5. Increased pulmonary markings and hyperaeration of the chest such 
as is found frequently in individuals over 60. Note that the cardiac contour is within normal limits. 


Fig. 9. X-ray made 


4 years later than Figure 8 shows a marked fibrosis of both pulmonary fields, hypertrophy of the cardiac shadow observed 


especially in an enlargement of the pulmonary artery. 
accompanying cirrhosis of the liver. 


Fig. 7 


Fig. 10. Case 6. 


Esophageal varices secondary to portal obstruction 


Fig. 9 Fig. 10 
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Fig. 11 

Fig. 11. Case 7. 
chloric acid. Fig. 12. Same case. 
secondary to neuromuscular imbalance. 
tive colitis. Fig. 14. Case 10. 


Fig. 12 


extending upward from the cardiac end of the stomach 
toward the pharynx. The varices are secondary to 
cirrhosis of the liver with obstruction of the portal 
circulation by the fibrous tissue replacement of degen- 
erated liver cells. 

Case 7 (Figs. 11 and 12) is presented to show a 
dilated duodenal cap which is often observed in aging 
individuals. It is noted with achlorhydria which is 
found in a great number of postmenopausal women. 
Because of the absence of hydrochloric acid the 
duodenal contents are not neutralized ; hence the stimu- 
lation to contraction is absent. Other signs of degen- 
eration such as the corkscrew esophagus, generalized 
osteoporosis, and calcium deposit in the shoulder joint 
can be seen. The corkscrew esophagus is thought to 
be secondary to neuromuscular dystrophy and must be 
differentiated from varices or carcinoma of the 
esophagus. 

Case 8 (Fig. 13). Colitis of long standing has 
produced fibrous tissue replacement of normal mus- 
cularis resulting in a narrowed inelastic tubular bowel 
with absence of haustrations and contractility. 

Case 9. Diverticulosis is a common incidental 
finding during examination of the colon. Boyd!’ states 
“the weakness seems to be due to loss of tone and 
elasticity of muscle which is characteristic of a degen- 
erative period of life.” Diverticulosis itself is asympto- 
matic but it may be attended by serious consequences 
such as perforation and infection, in which case the 
original definition of ‘‘a wayside shelter or lodging 
of ill-repute where trouble is apt to brew” is justified. 

Case 10 (Fig. 14) was one of chronic cholecystitis 
with calcification of the fundus. The gallbladder is 
greatly contracted by fibrosis. Considerable liver dam- 
age can be expected from such long-standing pathology 
although it may not be a significant cause of cirrhosis. 
The radiologist can aid the surgeon routinely in de- 
ciding whether or not to remove a pathological gall- 
bladder. Cholecystectomy may prevent a chain of 
events leading from obstruction of bile in the liver 
radicals to hepatitis, cellular atrophy, degeneration, and 
fibrosis which comprise the essence of cirrhosis. 
SKELETAL MANIFESTATIONS OF DEGENERATIVE DISEASES 

There is no tissue in which degenerative disease 
is reflected so readily as in the skeletal system. As 
has been pointed out elsewhere, normal bone develops 
in membrane and in premolded cartilage. This growth 
is dependent on several factors, such as osteoblastic 
and osteoclastic activity, endocrine influence, biochemi- 
cal reactions which include the action of phosphatase 


Journal A.O.A. 
October, 1950 


Fig. 13 Fig. 14 


Persistently dilated duodenal cap which is frequently found in older individuals due {© the lack of hydro- 
Corkscrew esophagus, a condition often associated with other degenerative diseases an: 
Fig. 13. Case 8. Fibrous change in the descending colon secondary to chronic ulcera- 
Fibrosis of the gallbladder and calcification of the fundus. 


on dahlite. Vitamin activity and the presence «/ 
protein to be used in the formation of the bone fram 
work are a necessity (Diagram |). It is emphasiz«| 
again that bone is living and vital tissue and partici- 
pates constantly in metabolic and hematopoietic ac- 
tivities. 

In adult bone there are two nicely balanced sys- 
tems opposing and cooperating with each other, om 
anabolic or osteoblastic and the other catabolic cr 
osteoclastic. When degeneration occurs the catalytic 
process continues whereas the osteoblastic function 
diminishes or ceases. As Albright? says, probably 
similar processes occur elsewhere in the body but can 
be demonstrated best in the skeleton and, I may add, 
can be visualized easily by x-ray studies. Albright® 
has shown that there are various hormonal steroids 
which influence the stability of bone. Estrogenic and 
androgenic hormones of this type stimulate osteoblastic 
activity. In addition, he points out the presence of 
two other steroids in the adrenal cortex which are of 
utmost importance, particularly in view of present-day 
therapy which employs cortisone and ACTH. The 
first is steroid N which supplements and reenforces 
androgen and estrogen therapy. It makes its appear- 
ance at the menarche and disappears at menopause. 
It stimulates secondary sex characteristics, particularly 
axillary and pubic hair growth and bodily contours, 


OSTEOBLASTIC 
ACTIVITY 


OSTEOCLASTIC 
ACTIVITY 
EXCESS OF 
OSTEOCLASTIC 
ACTiviITY 
MEANS DEGENERATION 


Diagram I. Formation and maintenance of bone. 
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Fig. 16 
Postmenopausal type of osteomalacia with compression fractures of numerous vertebral bodies, calci- 
fication of the aortic arch, and deposits of calcium in the intervertebral disks. 
hip, one of the most important and frequent findings in post menopausal degeneration. 


Fig. 15. Case 11. 


gangrene secondary to diabetes and arteriosclerosis. 


Fig. 17 Fig. 18 


Fig. 16. fracture of the 


Case 20. Moist 


case with 
and 18. 


Same 
Figs. 17 


Note erosion of several metatarsal heads and the proximal phalanx of 


the great toe and edema and emphysema of the soft tissue secondary to the presence of gas bacilli. 


and osteoblastic activity. Opposed to this is the S 
cortical steroid hormone which acts by inhibiting the 
osteoblastic activity. 


At menopause or in old age there occurs a diminu- 
tion in osteoblastic activity so that new bone ceases 
to be laid down. The calcium and nitrogen content 
of the blood is not absorbed ; hence decalcification and 
demineralization of the skeletal structure ensue. 


Albright? and others maintain that if estrogenic sub- 
stances are replaced by administration in old age and 
at menopause the process of decalcification may be 
arrested and even reversed, seeming to prove that 
degeneration is a result of dysfunction of the gonads 


and the N adrenal cortical steroid. Albright also shows 
that with the administration of ACTH the cortical S 
steroid is stimulated, resulting in osteoclasia with 
subsequent skeletal decalcification. Along these same 
lines he maintains that in Cushing’s syndrome there 
occur osteoclasia and excess of blood calcium. By 
the experimental use of testosterone he was able to 
reverse these processes, thus showing the antagonistic 
relationship of ACTH to both testosterone and the 
cortical N steroid hormones. The fact that ACTH 
in excess will cause demineralization explains some 
of the unsatisfactory side effects of the employment 
of this substance. 


Case 11. Figures 15 and 16 show most satis- 
factorily the various phases of degenerative disease 
in bone in a postmenopausal individual. Here are seen 
a generalized osteoporosis of all the skeletal tissue. 
Numerous compression fractures of the dorsal spine, 
due to the absorption of bone, are observed ( Fig. 15). 
There is also a fracture of the left hip (Fig. 16). 
Fractures of the hip constitute a very important phase 
of degenerative disease and their explanation, it seems 
to me, is most interesting. Following postmenopausal 
decalcification the angle of the neck and shaft of the 
femur changes from about 125 to nearer 90 degrees. 
Structurally the bone is weak but the muscle tension 
is as great as ever and sheering stresses result in 
tractures such as noted here, one of the most common 
aspects of degenerative disease observed in older 
women. Also seen on the films is metastatic calcifica- 
tion of the soft tissues in the abdominal aorta and 
the nucleus pulposus between numerous lower dorsal 
bodies. These are other frequent findings in older 
people. 


Many degenerative conditions are due to ordinary 
wear and tear and this applies chiefly to skeletal 
structures. It was shown in a study of 500 patients 
with low-back pain that 80 per cent of them had 
degenerative disease." This means principally an in- 
volvement of the intervertebral disks or interarticular 
cartilage because these tissues are more prone to injury 
than the more resistant bone and are more susceptible 
to fibrous replacement than to regeneration. Indeed, 
it was possible to show that degenerative disease of 
the spinal column could begin before the twentieth 
year. 

The x-ray films pertaining to cases 12 to 20 and 
case 22 are omitted because of lack of space, but 
were shown on slides at the original lecture. The 
pertinent x-ray findings of these cases are mentioned, 
however, as a matter of completeness. 

Case 12 showed irregular absorption of the inter- 
vertebral disk which is frequently a part of a chronic 
low-back syndrome. Case 13 showed a more marked 
involvement of the lumbar spine, there being not only 
thinning of the intervertebral disks but also the forma- 
tion of osteophytic spurs and especially narrowing of 
the spinal joints due to a degeneration of the inter- 
articular cartilage as well as the disks. 

Case 14 showed aseptic necrosis due to an em- 
bolic process of the capital epiphysis and adjacent 
diaphysis in the hip of a growing child. The end 
result of such a condition may be degenerative changes 
in later life. Case 15 was an excellent example of 
the outcome of such a case. The patient had Perthes’ 
disease 30 years previously. In the interval he has 
been symptom-free but because of faulty mechanics 
of the flattened femoral head, broadened femoral neck, 
and widened acetabulum, together with an extra strain 
on locomotion, this patient was beginning to develop 
arthritic changes, which were noted on x-rays, and 
were accompanied by characteristic symptoms. 

Case 16 was one of aseptic necrosis of the spine 
which is often observed in adolescents and is known 
as Scheuermann’s disease. The end result of such a 
process may lead to a deformity of the spine in later 
years, particularly if it occurs in the dorsal area where 
there is a tendency to cartilaginous absorption and an 
exaggeration of the kyphosis. 

Case 17 showed the end result of aseptic necrosis 
during adolescence. There was flattening of the second 
metatarsal head in each foot, a condition known as 
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Fig. 19 

Fig. 19. Case 21. 
of the soft tissue but no infection. 
due to the presence of a fibroadenoma. 
complicating carcinoma. Fig. 21. 
proper in a young man of 27. 


Case 25. 


Freiberg’s disease which leads to deformity of the 
foot with poor foot mechanics and often produces 
clinical symptoms. 

Case 18 was a typical example of osteoarthritis 
in an aging individual, a condition known as morbus 
coxae senilis, which showed absorption of the inter- 
articular cartilage, changing of the angle of the femoral 
neck, and overgrowth of the acetabular margins. There 
is also calcification of a large fibroid which is obviously 
a degenerative process, frequently found in women 
postmenopausally. 

Case 19 illustrated Raynaud’s disease. In this 
condition the long continued arteriolar spasm due to 
disturbed vasomotor mechanism results in asymmetri- 
cal nonsuppurating gangrene affecting nearly always 
the fingers. 

Case 20 (Figs. 17 and 18) showed suppurating 
gangrene of the foot due to diabetic arteriosclerosis 
with secondary infection, necrosis of bone, and gas 
gangrene of the soft tissues. Here there is a combina- 
tion of two degenerative diseases, diabetes and arterio- 
sclerosis. Midthigh amputation was necessary. 

Case 21 (Fig. 19). By way of contrast, bone 
absorption, soft tissue atrophy, and articular destruc- 
tion have occurred in this case. These manifestations 
are nondiabetic in character and are secondary to 
arteriosclerosis. No infection is present. It will be 
noted that there is no air in the soft tissue; it is a 
dry gangrene. Despite extensive involvement, the foot 
returned to normal under conservative medical man- 
agement. Arrows point to calcified blood vessels. 

Congenital anomalies, by causing faulty mechan- 
ics, repeatedly stimulate a degenerative process. In 
Case 22 a hemivertebra was present on the right side 
between the fifth lumbar vertebra and the sacrum 
resulting in osteophytic reaction on the margins of 
the fifth lumbar and sacrum on the left side due to 
displacement of the transverse process on this side 
which produced pressure against the sacrum. 

Case 23 is one of Paget’s disease, a disorder of 
the aging individual, which is a combination of bone 
absorption with attempts at bone repair. The two 


processes may occur simultaneously. Bizarre calcium 


Fig. 20 
Dry gangrene secondary to arteriosclerosis resulting in bone erosion and joint destruction and swell 
Sclerosis of the blood vessels may be seen. 
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Fig. 20. Case 24. Prostatic hypertro; 


Note defect on inferior border of bladder and second defect superiorly due to 
Congenitally cystic kidney accompanied by marked hypertrophy of the kid 


Eventually dilatation and decompensation ensued. 


pattern and deformities due to weight bearing on s« 
bones and overgrowth of bone may be demonstrat: 
on the x-ray. The spine, skull, pelvis, and long bon: 
are the most often involved. 

Case 24. Fibrosis of the prostate with hype 
trophy is one of the constant degenerative diseases 1 
men. In Figure 20 will be observed defects in the 
bladder resulting from pressure of a fibroadenomatous 
prostate extending into the bladder. An incident:! 
finding was the presence of a prostatic carcinoma. This 
patient was 72. 

Case 25 (Fig. 21) is one of congenital disease of 
the kidney, an example of early aging, which ends as a 
degenerative process. There was a polycystic kidney 
which may manifest itself either in infancy or in later 
life. There was also progressive atrophy of the paren- 
chyma which was balanced by hypertrophy. Eventually 
in this disease dilatation, decompensation, and death 
ensue. The illustration shows the kidney of a young 
man of 27 in which there is considerable hypertrophy 
of both kidneys. The cystic condition, however, is 
observable. 


SUMMARY 


An attempt has been made to show the importance 
of radiology in the diagnosis and management of degen- 
erative diseases. Numerous examples of this category 
of morbid conditions have been shown and emphasize 
the importance of radiographic methods in understand- 
ing the normal physiologic processes in body metabo- 
lism and further demonstrating pathological variations. 

The aging processes in bone have been stressed 
particularly since such changes may be shown with 
facility. Frequent x-ray studies should be made to 
help establish a diagnosis with repeated follow-up to 
check on the progress. 

Radiation therapy should be considered in the 
management of degenerative diseases. 


E. S4th St. 
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Evaluation of the Newer Antiarthritics and the Treatment 
of Rheumatoid Arthritis with Desoxycorticosterone 


L. A. MULSAND, D.O. 
Townsend, Tenn. 


Since the advent of cortisone and the pituitary 
adrenocorticotropic hormone (ACTH), there has been 
a search for less rare and less costly drugs to produce 
similar effects. From published reports, there is no 
doubt as to the value of cortisone and ACTH in the 
treatment of arthritis. It is not claimed that the newer 
treatments are as valuable but they are being used in 
great numbers because of availability and economy. 
Most of them are being tried in the hope they will 
stimulate endogenous production of the adrenocortico- 
tropic hormone and thereby benefit the patient. With 
one exception, most of them seem to be disappointing. 

Freeman and his associates’ selected pregnenolone 
for clinical trial in the hope that it would stimulate 
more active steroid hormones. Davison and Koets? 
selected it because it lowers urinary 17-ketosteroid 
excretion which seems to be a constant finding in 
spondylarthritis, even in very early cases. These inves- 
tigators, along with others, obtained results which 
seemed to warrant further study in the use of this drug. 

However, after use in a small series of cases, I 
found that very little benefit was obtained in this 
therapy. Recommended dosages, also amounts greater 
and less than those recommended, were given but in 
no case was there any apparent benefit due to their 
use. Treatment was discontinued after the third week. 
There is always the possibility that over a longer period 
good results would have been obtained. However, 
Guest and others® also ran a test series on pregnenolone 
and their reports indicate that they had even worse 
results than I did. In several of their cases, the pa- 
tients refused to continue treatment because it appar- 
ently made the condition worse rather than better. 
From the above it would seem that pregnenolone pro- 
duces little, if any, benefit when used in the treatment 
of rheumatoid arthritis. 


Guest and associates* also investigated the use of 
testosterone propionate in a small series of cases but 
failed to find any consistent improvement in their 
patients. 

Epinephrine has also been suggested in the treat- 
ment of arthritis. Vogt* found that the administration 
of epinephrine greatly increased the amount of cortical 
material in suprarenal venous blood. Thorn,® in an 
address before the Association of American Physicians 
in 1949, stated that improvement was found after the 
injection of rheumatoid patients with 0.5 mg. of 
epinephrine every 6 hours. Sometime later, he and his 
coworkers® remarked that, under continued adminis- 
tration, the drug seems to lose its effect as an adrenal 
cortical stimulator. However, because of improvement 
in patients, they maintained that this treatment may 
still be of merit. 


Of all the newer forms of treatment suggested 
by cortisone and ACTH, that begun by Lewin and 
Wassén’ using desoxycorticosterone acetate and ascor- 
bic acid seems to be the most promising. In 9 out of 
9 patients injected with 5 mg. of desoxycorticosterone 
acetate followed by intravenous or intramuscular in- 
jection of 1,000 mg. of ascorbic acid, there was an 
immediate amelioration. They reported alleviation of 


pain, increase in motion, and a decided feeling of 
well-being in all cases; in some cases results were 
quite striking. 

LeVay and Loxton* confirmed the results in a 
report on 23 patients of whom 21 were improved, 
some to a great degree. Kellgren® reported less strik- 
ing results in a series of 6 patients in which only one 
showed improvement. Spies and associates’® also re- 
ported poor results with the treatment. 

In a second report, LeVay and Loxton" clarified 
some of the conflicting reports. They explained that 
errors in technic might have been responsible. They 
maintained the injection of the desoxycorticosterone 
must be made in the muscle. They reported cases 
which showed no results when, through error or in 
testing, the injection was made in subcutaneous tissue 
or fat. In the same patients, good results were obtained 
when the injection was given in the muscle. They also 
stated the injection of the ascorbic acid must be made 
simultaneously or within a very few minutes after 
the hormone. 

In my own experience with the treatment, in a 
series of 5 patients with rheumatoid arthritis, various 
results were obtained; all were good. In 4 patients 
there was some decrease in pain, increase in motion, 
and a general feeling of exhilaration. The most re- 
markable results were obtained in a male 41 years of 
age with polyarthritis of about 7 years’ duration. 

The patient, a barber by trade, was in constant 
pain previous to the treatment. He had learned to 
use his shears without involving wrist motion (both 
wrists were swollen and painful), but stated that their 
use was a constant source of pain. He also remarked 
that for 5 days before treatment was begun his cus- 
tomers had had to raise and lower the chair for him 
as it was too painful, even with the use of both hands, 
for him to do it himself. 

Arthrometer readings on his wrists before the 
injection were: Right, 18; left, 22. Within 12 minutes 
after the injection of Artho-Sterone,* there was a 
decided relief in pain and a greatly increased range 
of motion. Arthrometer readings were: Right wrist, 
52; left wrist, 49. 

On returning to his shop after the injection, he 
was able to pump up his chair with one hand. The 
use of the shears, although still painful to a degree, 
was greatly facilitated. After a period of 8 hours, 
the former symptoms returned, but on the next day 
the same good results were obtained after another 
injection. 

In the general use of the treatment, it was found 
that the more acute and painful the condition was at 
the time the injection was given, the greater was the 
relief experienced. Results were poorest in older 
patients in whom bone growth and muscle spasm had 

* Artho-Sterone, a product of the Columbus Pharmacal Co., is pre- 
pared in ampules containing 5.0 mg. of desoxycorticosterone acetate and 
500 mg. of sodium ascorbate (as vitamin C). This allows the admin- 
istration of both medications in a single injection. The writer cautions 
that care is necessary in opening the ampules as they tend to open 
rather forcefully. This is probably caused by the use of carbon dioxide 
as a stabilizing agent for the vitamin C, and it seems not to interfere 


with the action of the contents of the ampule. If the product is kept 
cool, but not refrigerated, the explosive action is minimized. 
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practically stopped joint motion and the affected areas 
were not acutely painful. 

The treatment, however, is not without hazard, 
especially if the dosage is too high or it is used over 
too long a period. Apparently, though, the adverse 
effects are not so great as those being encountered 
in the use of cortisone and ACTH. Investigation™ 
has shown that the desoxycorticosterone-ascorbic acid 
treatment does not decrease the number of eosinophils 
as does ACTH. In three cases of eosinophilia, no 
change was found in the blood level during 6 hours 
following the combined injection. Thus it can be con- 
sidered that the desoxycorticosterone-ascorbie acid 
treatment will not be accompanied by the metabolic 
side effects noted with the use of ACTH. 

Nevertheless, desoxycorticosterone can cause re- 
tention of sodium which could result in edema both 
peripheral or in the internal organs themselves. 
Decreased excretion of sodium may cause increased 
excretion of potassium which, if nothing else, pre- 
disposes to muscular weakness, soreness, and extreme 
fatigue. Therefore, because of this ability to cause 
sodium retention it should only be used with extreme 
caution in patients where kidney disease is known or 
suspected. It is absolutely contraindicated in patients 
with high blood pressure as it may cause a further 
elevation. Kling'’ found that hypertension developed 
in two of his patients under the treatment and serious 
heart failure in another; he regards the treatment as 
not worth the risk to the patient. It must also be 
remembered that patients with Addison’s disease are 
extremely sensitive to the hormone and_ therefore 
would be predisposed to greater side effects. Kling’s'’ 
warnings should be given attention and in cardiac 
patients, it would be well to proceed with utmost 
caution—if at all. However, in the light of published 
reports, desoxycorticosterone must be regarded as in- 
comparably safer than cortisone or ACTH. 


The exact action of the drug combination at this 
present writing is unknown. Most investigators assume 
that the action of the drugs takes place in the tissues 
themselves rather than in any of the body organs. 
One of the reasons for this assumption is the rapidity 
of action which is far greater than with either corti- 
sone or ACTH. 

In testing the treatment, no results were obtained 
when the ascorbic acid was injected first. No results 
were obtained when the injection of the ascorbic acid 
was delayed too long after that of the sterone. It is 
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to be assumed that the desoxycorticosterone must be 
present in the muscle when the vitamin C is injected. 

A possible explanation is that the desoxycorti- 
costerone and ascorbic acid act together to produce 
a third substance in the tissues which may be respon- 
sible for the beneficial effects of the treatment 
Therefore, there is always the chance that at some 
future date it will be possible to isolate this substance 
and prepare it chemically. Such a substance might lx 
potent orally and have less toxic effects than the pres 
ent treatment. Until that time, the simplest form o/ 
treatment is a combined injectidn allowing both prod- 
ucts to be given simultaneously. 

In using the desoxycorticosterone acetate ani 
ascorbic acid treatment, it would be wise to plan « 
routine in advance. The physician should explain 1 
the patient the need for the utmost cooperation. Befor, 
the treatment is started, each patient should have 
complete physical examination. Special emphasis shou! | 
be placed on kidney and cardiac function. Weig!: 
and blood pressure should be recorded. Motion «) 
limitation of motion in each of the involved joinis 
should be evaluated. When an injection is given, 4 
record should be kept of the increase in motion, j/ 
any, and of any further increase after subsequen' 
injections. 

A check on weight and blood pressure should be 
made daily. A rapid gain in weight after the injection 
suggests edema in the tissues and is an indication for 
discontinuing the therapy. Blood pressure elevation |; 
another signal to discontinue treatment. Cardiac and 
kidney function should be watched closely and treat- 
ment stopped at the first sign of failure of either one. 
It would also be well to place the patient on a salt-free 
diet and use a substitute that is high in potassium. 


Finally, it might be advisable to discontinue the 
treatment after the third injection if no apparent 
benefit is evidenced as most of the investigators report 
that favorable results are usually observed after the 
first injection and are maintained for longer periods 
on the subsequent use of the treatment. However, this 
would be a matter of personal judgment, and it might 
be well to remember the words of Robertson," “The 
fact that no improvement may be obtained after one, 
two, three, or even four injections should not discour- 
age one from continuing, since improvement may be 
slow in starting.” 


*Neocurtisal, a product of Winthrop-Stearns, is recommended hy 
the writer. It contains potassium tormate, 360 mg. per gram 
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The acute back sprain as it occurs in industry 
presents a challenge to the osteopathic profession. 
Experience indicates that osteopathic manipulation is 
the specific definitive treatment for this injury just as 
antibiotic therapy is curative in gonorrhea. The suc- 
cess Of osteopathic manipulative care of acute back 
sprain has been the cause of considerable approbation 
for the osteopathic profession since Dr. Still’s first use 
of this therapy. 

The problem of acute back sprain in industry 
is widespread. During the past 5 years at The Fox- 
boro Company, Foxboro, Mass., the most frequent 
severe injury has been acute low back sprain. The 
average employee enrollment has been 1,200, with ap- 
proximately one third of this group in occupations 
predisposing to back sprain. 

All new employees during this period have had 
a complete preplacement physical examination in con- 
formity with usual industrial practice and, in addition, 
a back stability test which provides better screening 
for those who might be exposed to heavy lifting haz- 
ards. It is important to note that the insurance carrier 
rates The Foxboro Company among its best accounts 
inasmuch as the accident severity and frequency rates 
stay relatively low. 

PHILOSOPHY OF ACUTE BACK SPRAIN 

One cannot see hundreds of acute back sprains 
without developing a philosophy as to its etiology, 
pathology, prevention, and treatment. The basic prin- 
ciple that governs the back problem is, “Structure and 
function are interdependent.” Hilton’s law clarifies 
the joint picture: “The nerve supply to a joint also 
supplies the structures over the joint.” 

All physicians have observed organic structural 
defects which have occurred as a result of improper 
functional abuses; for example: the tendinitis of 
tennis elbow, the gastritis of overeating, and the acute 
back sprain of overlifting. These lesions are reversible 
only when the abuse is diminished sufficiently or the 
structure strengthens to withstand the stress. Also it 
will be agreed that a joint which is congenitally de- 
fective or previously diseased is predisposed to sprain 
and that a normal joint can have stresses applied to it 
which are in excess of its structural limits, with a 
consequent sprain. 

However, the majority of sprains occur from 
myotactic and proprioceptive reflex failures at a time 
when relatively small stresses are applied and complex 
joint motions are in operation, usually lifting im- 
properly with the back flexed, knees stiff, and rotating 
while extending the back. 

Myotactic reflexes are initiated when stresses are 
applied to muscle, permitting correct tonus for smooth 
contraction and relaxation of opposing muscle groups. 
Proprioceptive reflex control is initiated within the 
joint as a protective mechanism which reinforces 
myotactic action and, in the presence of sprain, results 
in spasm over the joint, thereby limiting its motion. 

Both reflexes are perfected through joint educa- 
tion patterns which must be constantly maintained if 
joint sprain is to be prevented. Therefore, a fatigue 
State, systemic or local disease, or defective central 
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nervous system control may disable these reflexes, with 
a failure of joint load distribution resulting in a 
sprain. These factors all point to the necessity of 
remedial back exercises in the rehabilitation of pro- 
tective reflexes which are always defective after joint 
sprain. 

Pathologically, the enormous reaction which re- 
sults from local shock after a sprain is out of pro- 
portion to the actual trauma which may range from 
a state of no damage to one in which there is a 
laceration of joint structures with attendant hemor- 
rhage. In either case, the immediate reaction is one 
of vasospasm with local tissue anemia, muscular 
spasm, joint immobility, and increased sensory ( pain) 
stimuli; followed shortly by vasodilatation with a 
flushing extravasation of blood serum which produces 
marked edema and exaggeration of the lesion. 

Prevention of back sprain is an important part 
of the industrial health program. Employees are in- 
structed in the art of lifting: To flex the knees with 
the back erect, lift with the ham strings, rotate only 
from the erect position, using all the mechanical aids 
which are provided, and to ask for assistance when 
necessary. Back sprains are preventable; negligence 
is the major cause. 

Examination of the patient who is suspected of 
having acute back sprain must be very carefully done 
to determine the diagnosis. It should include : 

1. Past history, which should include informa- 
tion concerning accidents, systemic diseases, and x-ray 
studies 

2. Present history covering subjective symptoms ; 
information concerning the act which originally pro- 
voked pain; location, severity, and radiation of pain; 
and motions increasing or decreasing pain 

3. Objective determination of whether or not 
body movements are guarded; whether or not there 
is pelvic tilt or protective gait; if there is restriction 
in passive or active joint motion; if Laségue, Ober, 
or Naffziger tests are positive ; where points of tender- 
ness Or spasm are noted; and whether or not retlexes 
or skin sensitivity are abnormal 

4. X-ray and laboratory studies, as indicated. 

A good back examination form used by the 
American Mutual Liability Insurance Company which 
demonstrates a routine examination is reproduced 
on page 130. 

TREATMENT 

Treatment of acute back sprain is indicated ac- 
cording to the extent of injury which may be classified 
in two groups: 

1. Mild or moderately severe (95 per cent)- 
patients are able to walk into the office. 

2. Severe (5 per cent)—patients are unable to 
move from accident site. 

Definitive Treatment of group 1 is initiated only 
after a firm diagnosis of acute sprain is made and 
the probability of fracture or systemic disease is ruled 
out. However, the least possible time should elapse 
between the accident and osteopathic manipulative 
therapy of the immobilized joint. Sprains are usually 
seen within 2 minutes of the injury and complete 


joint motion is more readily accomplished at once since 
edema is not present. Pain relief is as remarkable as 
when an acute abscess is incised. 

Since most vertebral sprains occur in rotation, 
a rotation technic must be employed to produce muscle 
spasm release and joint mobilization. The patient is 
requested to inspire deeply and then corrective force 
is exerted during expiration, which is an important 
aid in obtaining the relaxation necessary to permit 
the completion of joint motion. 

If spasm is sufficient to block joint motion, pro- 
caine infiltration or three ethyl chloride spray frosts 
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are administered over the area of point tenderness 
and manipulation is attempted a second time. In the 
infrequent event that immobilization persists, further 
manipulation is delayed for 24 hours: to continue 
stretching will only produce a more disabled joint. 
Soft tissue relaxation is contraindicated. In this situa- 
tion Dr. Still’s admonition, “Find it, fix it, and leave 
it alone,” is definitely appropriate. 

As a therapeutic adjunct acetylsalicylic acid, 10 
grains every 4 hours, is most efficacious in diminishing 
any latent muscular soreness and spasm. Cold packs 
are of value if osteopathic manipulative therapy is 
not immediately available. Hot packs, infra-red ligh:, 
and diathermy are contraindicated inasmuch as heat 
produces vasodilatation and edema and increases joint 
disability. 

Simple remedial back exercises of the flexion, 
extension, and rotation type are prescribed the day 
after injury, and continued for at least a week, the 
amount being 10 minutes three times daily. 


Heel lifts are advised for actual short legs. 


Return to work is immediate, with the warning 
that heavy lifting must be restricted for 2 or 3 days. 
There is no lost time. 


Definitive treatment of group 2 is delayed unti! 
adjunctive therapy is effective: the joint syndrome is 
originally very pronounced and the danger is present 
of increasing hemorrhage around the joint. As soon 
as the patient finds out that he can move about in 
bed, he is permitted to get out of bed with help. 
Osteopathic corrective manipulation is applied each 
day until complete joint motion is established. Per- 
sistent radiculitis prompts further investigation rela- 
tive to intervertebral disk injury or serious joint 
disease. 

Therapeutic adjuncts include a tight adhesive 
strapping for joint support applied immediately. 
Morphine or Demerol may be necessary to alleviate 
the pain which is so severe that the patient is initially 
unable to move. Analgesia is maintained with Empirin 
compound and codeine, % grain as necessary. Com- 
plete bed rest is prescribed for a day or more, until 
all radiating pain has subsided. Ice packs, a few min- 
utes each hour, suppress edema during the first day. 


The effect of heat therapy is unpredictable. Heat 
seems to help some cases and make others worse. It 
should be tried cautiously during the convalescent 
period. Hot packs are probably as effective as any 
form of heat. 

Remedial back exercises are tedious to perform 
but must be done faithfully for several months to 
re-educate the protective reflexes and prevent a re- 
current sprain. An effective exercise program comi- 
piled for distribution to patients is reproduced below: 


BACK EXERCISES 
Do them on the floor 


1. Lying on Back.—Hands at back of neck—chin in 
-hback flat—breathe deep, raising chest—hold chest up and 
exhale slowly by drawing abdomen in and up. 

2. Lying on Back—Knees bent—flatten back against floor 
by pulling abdominal muscles in and up and tip hips up a 
little. Breathe normally. 

3. Lying on Back—Bend one knee—raise other leg 
straight—lower the leg slowly keeping abdominal muscles 
pulled in and back flat on floor. 

4. Lying on Back.—Hands on top of head—stretch wh: 
side, pull side abdominal muscles in—relax—repeat other si: 
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5. Lying on Back.—Hands on edge of ribs—take deep 
lreath spreading ribs—hold ribs out and exhale slowly by 
pulling abdomen in. 

6. Lying on Back.—Hands behind neck—raise head and 
shoulders slightly (about 6 inches )—relax. 

7. Lying on Stomach——Contract buttock muscles—relax. 

8. Lying on Stomach.—Grasp on wrist with other hand— 

il down hard—lift shoulders—relax. 

9. Standing —Back to wall—heels 2-3 inches from wall— 
jatten back against wall by tilting hips—keep chin down. 

10. Standing—Hands behind neck—pull lower abdomen 

uscles in and up. 

Begin by doing exercises 5 times and gradually increase 

20-25 times. 

Do exercises twice a day. 

Begin with No. 1 and No. 2 and add one exercise every 

days. 

After a few days you will remember to pull abdomen in 
and tip hips back whenever walking or standing. It will 
become second nature in a few weeks. ‘ 

The patient in group 2 returns to light work as 
his back becomes nearly symptom free, usually in 1 
to 3 weeks and returns to heavy work when a back 
function test reveals that the back is quite stable. 


COMPARATIVE THERAPY 


At the present time, the majority of acute back 
sprains in industry are being treated with partial im- 
mobilization, several weeks of total bed rest, and with- 
out definitive manipulative therapy. At an excellent 
panel discussion, on “The Industrial Back Problem,”! 
recently an outstanding group of orthopedic surgeons 
agreed that “manipulation of acute back sprains may 
be effective but we just do not do it.”” A direct quota- 
tion from the Panel Syllabus on the conservative 


treatment of back sprain—acute, mild or moderately 
severe is as follows: 


Bed rest—boards, position, duration 

Traction—value, technique 

Support—strapping, corset, belt, brace, body cast 

Shoe corrections and arch supports—heel lifts, pads, plates 


Heat—diathermy, dangers of diathermy, other methods of 
application of heat 


Manipulation— 
Excision of lipomata— 
Ober fasciotomy— 
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Stripping iliac fascia— 

Procaine injection of tender areas or trigger points— 

The consensus of verbal opinions of members of 
the Panel concerning some of the methods were as 
follows : 

Bed rest usually lasts about 3 weeks without 
bathroom privilege. Extremity muscles are exercised 
to maintain tonus and circulation and the patient re- 
turns to light work when his back stabilizes. 

Bed boards and positioning of patient to diminish 
strain are employed. 

Support is given by immediate adequate strapping, 
with accessory corset, belt, or brace applied when 
patient gets out of bed. It is worn for several weeks. 

Shoe corrections and arch supports—heel lifts, 
pads, plates—are used. 

Heat is used immediately in the form of dia- 
thermy carefully applied and dry and moist heat. 

Manipulation might be good but no one does it. 

Excision of lipomata is done if trigger point area 
is present. 

Ober fasciotomy is used if pain is produced by 
stretching fascia. 

Stripping iliac fascia and procaine injection of 
tender areas are employed. 

CONCLUSIONS 

1. The acute back sprain in industry is of tre- 
mendous importance to the employee, industry, and 
insurance companies. 

2. Careful back screening is essential during the 
preplacement physical examination. 

3. Back sprains are preventable; employee in- 
struction is essential. 

4. Precise diagnosis and a complete history must 
precede effective treatment. 

5. Specific osteopathic manipulative therapy shor- 
tens the disability of acute back sprain, thereby in- 
creasing available man hours and production and 
drastically curtailing industrial insurance costs. 

56 South St. 
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THE TWENTIETH YEAR 


This number completes the twentieth year of the JouRNAL. 
The first number was published September, 1901, the publi- 
cation being a bi-monthly for the first year, and since then 
a monthly. 


The JourNAL was founded for a definite purpose, always 
keeping in view the service of the best interest of the pro- 
fession along scientific, educational, legislative and ethical lines. 
The problems that have constantly risen for solution have 
been many, but with their ever-present consideration, varying 
as new and expanding contacts have come to the surface, the 
Association has never lost its sense of responsibility to the 
great field of the healing art. It has held fast to certain 
ideals, firmly believing that the public’s as well as its own 
interest can unquestionably be served best through independent 
development. The twentieth year has more than fully justified 
this conviction and viewpoint. .. . 

There has never been a period when our labors have been 
So indelibly stamped upon scientific records as the present, 
or when public approval and support has been so unequivocal. 
TI ese lines are definite and firmly set, simply requiring care- 
tul and consistent nurturing in order that our ideals may be 
still further realized. 


We believe that we are not unduly stressing the point 
when we state it is the positive elements whereby we will be 
judged in the future, as we have been in the past, for it 
is the actual accomplishment by distinctive osteopathic meas- 
ures that have placed us in our present enviable position. The 
scientific cue, rational osteopathic development, reveals the 
base of our past and present, and with no less assurity for 
the future. 

Toward scientific facts generally we can have none other 
than the kindest of feeling and most wholesome respect. But 
facts by themselves may mean little or much, depending upon 
their interpretation, and relationship to correlated facts. We 
believe osteopathy is broad and deep enough to encompass in 
the correct sequential chain every pathological finding. . . . 

The steadfastness of the profession is shown by its sup- 
port of first-class educational institutions, hospitals and sani- 
tariums, by legislative accomplishments, and by public confi- 
dence. The knowledge gained through bedside experience and 
experimental work has given added confirmation, and develop- 
ment, to early osteopathic results and confidence. The measure 
of the twenty years is probably far more than we can now 
easily discern and realize—Editorial, THE JouRNAL oF THE 
AMERICAN OsTEOPATHIC ASSOCIATION, August, 1921. 
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Report of a Case 
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A 58-year-old married housewife was first seen 
by her physician on February 28, 1950. She reported 
that 3 weeks previously she had suffered an illness, 
described by herself as “intestinal flu,” and character- 
ized by generalized aching, fever, and diarrhea. Since 
that time her abdomen had rapidly increased in size 
to a considerable degree and there had been scanty, 
burning urination. The color of the urine was normal. 

In addition, anorexia was present and there was 
an uncomfortable sense of fullness after the ingestion 
of even small amounts of food or fluid. Drenching 
sweats occurring nightly were a factor of major con- 
cern to the patient. It was also ascertained that there 
was present a nonproductive cough, flatulence, and 
constipation. The patient stated that she had always 
been nervous but that this was much increased lately. 
Her definition of nervousness was rather vague but 
it was evident that she was suffering considerable 
anxiety at the time of examination. 

Positive findings at the physical examination 
were: A systolic murmur was heard at the apex and 
the aortic areas. The heart beat was forceful. Moist 
rales were present throughout the lower portion of 
the right lung. The abdomen was symmetrically en- 
larged, but did not seem tender and no fluid wave was 
noticed. The spleen was enlarged but the liver ap- 
peared to be under the costal margin. An ill-defined 
mass was palpated in the upper right abdomen. Ex- 
amination of the pelvis was not satisfactory because 
of stenosis of the vaginal and rectal openings. 

The patient was a gravida 5, para 3. The meno- 
pause occurred 7 years previously. Her past history 
was negative except for an appendectomy and uterine 
suspension 3 years ago. Her family history was 
negative. 

On March 8, the patient was admitted to Art 
Centre Hospital, Detroit. In the period between the 
initial examination and admission her complaints had 
not changed except that the abdomen had become 
larger. Physical examination revealed findings little 
changed from those of the previous examination except 
that the chest appeared clear and there was tender- 
ness in the liver area. The abdomen seemed to con- 
tain fluid. The blood pressure was 140/72. During 
her hospital stay the pulse rate remained near 100, 
the respiratory rate near 20, and the temperature 
varied from 98.6 to 100 F. The chest and abdomen 
were x-rayed soon after admission. The heart and 
great vessels were shown to be normal and, except 
for moderate bilateral bronchitis, there was no evi- 
dence of pulmonary disease. The left hemidiaphragm 
was elevated and there was a large oval shadow in 
the left upper abdomen that appeared to represent 
the enlarged spleen. No evidence of bowel obstruction 
was present. Marked enlargement of the duodenal 
loop was noted on roentgen examination of the gastro- 
intestinal tract, suggesting a neoplasm of the pancreas. 
No evidence of intrinsic organic defect could be seen. 
Electrocardiographic examination indicated that there 
was left ventricular preponderance, probably due to 
hypertrophy, and minimal myocardial damage. It is 
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quite possible that the left axis deviation was cause! 
by displacement of the heart by the enlargements in 
the abdomen, rather than by hypertrophy of the 
ventricle. 

Laboratory study revealed the following findings: 
Erythrocytes, 3,900,000; hemoglobin, 75 per cent: 
leukocytes, 7,100; stab cells, 3; segmented neutrophil-, 
70; lymphocytes, 26; monocytes, 1. The sedimentation 
rate (Westergren) was 59 mm. in 1 hour. The Kah» 
reaction was negative. Nonprotein nitrogen was 38; 
blood uric acid, 5.2; and blood chlorides, 540. Results 
of the van den Bergh were: direct, delayed fain: 
reaction; indirect, 0.95; these results were the san 
on two occasions. Determination of alkaline phos 
phatase revealed 7.5 Bodansky units. Results of the 
bromsulfalein test were, in 5 minutes, 63 per cer 
retention and, in 30 minutes, 13 per cent retention 
The Hanger flocculation test was negative. Blood 
cholesterol was 145; blood protein, 6.45 (albumin. 
4.3, globulin, 2.15) ; blood sugar, 100 mg.; and blood 
amylase, 40 mg. Urinalysis revealed a specific gravit) 
of 1.012, albumin 1 plus, occasional red and white 
blood cells, and a large amount of amorphous material. 
Phenolsulfonphthalein excretion was 20 per cent dur 
ing the first hour and 19 per cent during the second 
hour. 

The patient was kept at bedrest and given intra- 
venous fluid. This resulted in an increased urinary 
output and a return to normal in the excretion of 
phenolsulfonphthalein. The urine continued to have 
a specific gravity of 1.012 and to show occasional re« 
and white blood cells. 

On March 16 the patient underwent an explora- 
tory laparotomy. The surgeon found that the spleen 
was markedly enlarged, but smooth. The liver was 
generally enlarged; its edges were rounded and its 
surface granular. The stomach, gallbladder and upper 
intestine appeared free of pathology. The entire retro- - 
peritoneal area from the brim of the pelvis to the 
diaphragm was occupied by a firm, but not hard, 
smooth mass. The overlying structures, such as the 
mesentery, cecum, and parts of the distal ileum, seemed 
markedly thickened. The cecum seemed solid. The 
pelvic organs were stiff but not enlarged. There did 
not appear to be involvement of the omentum or ab- 
dominal wall. The location and general appearance 
of the mass was suggestive of a hypernephroma. The 
pancreas could not be identified, perhaps because the 
growth had crowded above it. The surface of the 
mass was exposed below the transverse colon and a 
portion of the mass was excised and sent to the labora- 
tory. The pathologist reported it to be lymphatic tissue. 

Approximately a week later the patient was dis- 
charged to her home to regain strength before further 
study was attempted. She received a diet high in 
protein and carbohydrate. She remained marked!) 
weakened and the ascites, which was moderate at the 
time of surgery, rapidly increased in amount. © 
April 12 there was considerable embarrassment ©! 
respiration, caused by the large accumulation of flu! 
(Continued on page 136.) 
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THE VAGUS NERVE AND THE ETIOLOGY 
AND THERAPY OF PEPTIC ULCER 

Peptic ulcer is a disease which has been recognized 
for centuries and which has been the subject of volu- 
minous writings and the object of numerous forms of 
therapy ranging from simple diet to complicated drugs 
and radical surgery and combinations of all three. 
The great bulk of the literature and the widely varied 
therapies are without question related to the high 
incidence of the disease, the insistence of its mani- 
festations, and the lack of knowledge concerning its 
etiology. 


Recently two developments in therapy have pro- 
duced better than average results and both have sug- 
gested the important role of the vagus nerve. Drag- 
stedt' introduced complete vagotomy in the treatment of 
peptic ulcer in 1943. More recently Banthine, an anti- 
cholinergic agent which serves to block excess stimuli 
giving rise to vagotonia, has been used with a high, 
degree of apparent success.* 

The tremendous interest aroused by the use of 
complete- vagotomy is reflected in the great number 
of papers which appeared in the first 5 years after 
Dragstedt’s initial work was published. A review* of 
recent literature shows clearly that there is no una- 
nimity of opinion concerning vagotomy—none concern- 
ing its indications, its effectiveness, or its mode of 
action. Many writers report good results of the opera- 
tion and advocate its use in all types of benign peptic 
ulcer, Others record good results, but are adversely 
impressed with the untoward physiologic effects seen 
"1. Dragstedt, L. R., and Owens, F. 
Section of vagus nerves in treatment of 
Exper. Biol. & Med. 53:152-154, June 1943. 


2. Grimson, K. S., Lyons, C. K., and Reeves, R. J.: Clinical trial 
of Banthine in 100 patients with peptic ulcer. J. Am. M. A. 143:873-877, 
July 8, 1950 

3. Kirsner, J. B., et al.: Gastroenterology, a review of literature 
from July 1947 to July 1948: Vagotomy. Arch. Int. Med. 84:321-331, 
Aug. 1949, 
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in some few cases. Information on the recurrence and 
persistence of symptoms at varying intervals after 
operation is now being compiled and the impression 
is being gained that vagotomy is incomplete in many 
cases. Some writers advocate vagotomy in combination 
with gastroenterostomy in duodenal ulcer with cica- 
tricial stenosis ; others advocate vagotomy for duodenal 
ulcer not responding to medical management or mani- 
festing vagal hyperactivity. Many physicians are op- 
posed to vagotomy in gastric ulcer because of the 
difficulties of differentiating benign and malignant 
ulcers. On the basis of the evidence so far available 
it would seem that vagotomy is not a substitute for 
careful medical management and should not be used 
indiscriminately. A more prolonged period of observa- 
tion is necessary before its ultimate value may be 
assessed and final indications determined. 

The use of Banthine in 100 patients* with peptic 
ulcers severe enough to cause the patients to be referred 
for surgery or with ulcers which had failed to respond 
to conventional treatment produced good results al- 
though Banthine was usually used in lieu of rest, 
dietetic restrictions, antacids, or other medications. The 
elimination of conventional restrictions and medical 
treatment was necessary for study purposes, but is not 
recommended by the writers as a good general practice. 
The drug consistently reduces gastric motility, but 
reduces volume and acidity of secretions less frequently 
than vagotomy. This fact demonstrates the importance 
of mechanical factors in the causation of ulcer. 

Since surgical treatment of peptic ulcer is accom- 
panied by some risk of mortality and also with post- 
operative side effects or complications, Grimson and 
his coworkers? conclude that peptic ulcer should be 
treated medically whenever possible, that most ulcers 
are amenable to medical treatment, and that Banthine 
is better than any medicament heretofore available. 

The importance of the vagus nerve in relation to 
peptic ulcer has long been recognized by members of 
the osteopathic profession and that knowledge has been 
put to use in the clinical management of the disease. 
In 1921 C. J. Muttart* wrote: 

A brief review of the applied anatomy of the stomach 
makes clear the mechanism by which ulceration is brought 
about and may convince some oi our critics that osteopathic 
reasoning is in reality “reasoning”. Cervical, clavicular 
and upper dorsal lesions acting through the vagus bring about 
hypermotility and hypersecretion. Of all the theories 
advanced, the lowering of vitality, due to lesions of the 
splanchnics and vagus nerves, remain the most logical. 

In 1929, W. W. Pritchard® made the following 
observation : 

In treating diseases of the stomach and duodenum we 
must remember Dr. Still’s famous remark about the rule of 
the artery being supreme and we must also remember that 
back of that artery is its nerve supply and without an unim- 
paired nerve supply the artery cannot function normally 
our first consideration must be to look for and correct any 
atlanto-occipital or atlanto-axial lesions which may be present 
and disturbing the normal functioning of the parasympathetic 
fibers which gain distribution to these parts through the vagi 
4. Muttart, C. J.: 
Osteop 

5. Pritchard, W. W.: Some anatomical and physiological con- 
siderations of the stomach and duodenum. J. Am. Osteop. A. 29:152-153, 
Dec. 1929. 
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In outlining therapy for gastric and duodenal 
ulcers S. V. Robuck® in 1947 said: 

Motion between the occiput and atlas, between the atlas 
and axis as well as between the axis and third and third and 
fourth cervicals must be normalized so the flow of cerebro- 
spinal fluid from the cranial vault will not be retarded and the 
vagus nerve will be free to function automatically. 

One of the outstanding advantages that osteopathic 
manipulative therapy directed toward the vagus nerve 
has over vagotomy is that its use creates no irreversible 
change, the outcome of which is unknown. It has re- 
cently been pointed out that vagotomy is being under- 
taken too frequently and too lightheartedly in face of an 
almost complete lack of knowledge as to its long-term 
effects. In favor of Banthine it may be said that its 
results are indeed promising and its use is nonmu- 
tilating. 

It is the opinion of Grimson and his associates* 
that with better medical treatment the need for and 
use of surgery will decrease. They also point out that 
one of the remaining handicaps in the treatment of 
peptic ulcer is the severe mechanical obstruction at the 
outlet of the stomach and that perhaps scar tissue can 
be avoided by the use of a simple therapy of which 
people can and will make use. Muttart* pointed out that 
the danger of scar tissue is reduced to a minimum in 
cases managed by osteopathic physicians and given the 
advantage of osteopathic manipulative therapy. 


MEMBERSHIP AND THE 1951 DIRECTORY 

The time is rapidly approaching when listings for 
the 1951 Drrecrory will be in the process of being 
printed. While being listed as a member in the Drrec- 
TORY is but one of the many benefits which accrue to 
those osteopathic physicians who join their national 
Association, it is by no means an unimportant benefit. 
The Drrectory year by year becomes increasingly 
useful as a public relations medium; it is consulted by 
business organizations, insurance companies, and gov- 
ernment agencies. 

On September 1 there were 7,893 members of 
the American Osteopathic Association, a substantial 
number whose dues and whose loyalties make the 
Association the effective organization that it unques- 
tionably is. On the same date there were 3,340 non- 
members. The majority of them eligible for member- 
ship. From now until the 1951 Directory goes to 
press is a good time for members to go to work and 
reduce the number of nonmembers and simultaneously 
add to the strength and effectiveness of the A.O.A. 


This month in the JouRNAL column of the Com- 
mittee on Special Membership Effort, Dr. Vincent P. 
Carroll, President of the American Osteopathic Asso- 
ciation, sends his membership message to the profes- 
sion. Dr. Carroll emphasizes a point which is sometimes 
overlooked in the quest for new members. He makes 
it clear that there are few osteopathic physicians who 
would refuse to become A.O.A. members if they were 
made to understand the real reasons why they should 
join, if they were made to realize the personal, the 


6. Robuck, S. V.: Osteopathic management of gastric and duodenal 
ulcers. J. Am. Osteop. A. 46:465-468, May 1947. 
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professional, and the public health gains that stem from 
membership. 

Membership in the Association is not only an 
honor and a privilege afforded only to, osteopathic 
physicians of good repute, but it represents a great 
bulwark against the infringement of their right to 
practice as osteopathic physicians. The fundamental 
motive for joining and maintaining membership in the 
Association is that of an intelligent self-interest con- 
sistent with the welfare of the public. 

The American Osteopathic Association is con 
posed of individual members within many division«! 
societies. The divisional societies are, in the main,’ 
well organized and look after the interests of the 
individual members at the state level. The nation 
Association correlates these activities. 

For the most part the national Association co: 
cerns itself with our problems at the national leve'. 
The various activities are planned and carried throug 
in a manner that will benefit the greatest number «: 
members with a minimum of effort from the individu 
member. 

A glance at the accomplishments of the Associativ:, 
will reveal a surprising degree of success in its e1 
deavors during the past few years. Take, for exampl:, 
the utilization of osteopathic colleges and hospitals fc: 
training of veterans under the GI Bill of Right-. 
eligibility of osteopathic physicians in the United State. 
Public Health Service and the Veterans Administri- 
tion, eligibility for examination and treatment of Fed 
eral Civil Service employees, eligibility for examination 
under the Civil Aeronautics Administration, to mention 
but a few. Of more than passing interest is the eligi- 
bility of osteopathic physicians to take care of veterans 
under the home-town care program of the Veterans 
Administration. The results speak for themselves. 

For those who need to be reminded of not only 
the desirability, but also the necessity of membership 
under some circumstances, the following information 
is given: 

To make application for membership in the Acad- 
emy of Applied Osteopathy, membership in the Ameri- 
can Osteopathic Association is a requisite. 

To serve as a staff member of a registered hospital 
or a hospital approved by the A.O.A. for intern 
training, membership in the Association is necessary. 

To be eligible to take any of the specialty board 
examinations, it is necessary that the applicant have 
had 3 years of continuous A.O.A. membership imme- 
diately prior to application for examination. A.O.A. 
membership is also a requisite for membership in any 
of the specialty colleges or societies. 

Now is the time for all members to devote them- 
selves to making the membership listing in the 1951 
Drrectory the largest on record. 

E. H. McKenna, D.O. 


NEW PRESIDENT AT KANSAS CITY COLLEGE 
Mr. Joseph M. Peach was inaugurated as president 
of Kansas City College of Osteopathy and Surgery 
on September 11. Dr. Kenneth J. Davis succeeded 
Mr. Peach as dean. Mr. Peach joined the college 
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faculty in 1926 as head of the chemistry department. 
He became dean a short time later and held that posi- 
tion until his elevation to the presidency. 


ASSOCIATED BILATERAL SACROILIAC 
MOVEMENT 

Much has been written relative to sacroiliac 
joints, and doubtless the most informative chapters 
are yet to be inscribed. The more careful students 
of the pelvis are most prone to avoid expression of 
opinion on the subject. There are great divergences 
of belief as to range of movement, forces which bring 
about sacroiliac movement, and the limits and restraints 
one sacroiliac joint imposes upon the other. Adequate 
data are available to support the central idea expressed 
in the succeeding paragraphs, which are descriptive 
of a small phase of the problem of associated bilateral 
sacroiliac movements. 


The following statements are referable to nor- 
mal, usual movements of the sacroiliac joints. This 
does not mean that unusual movement and movement 
combinations are not occasionally effected. Sacroiliac 
lesion, pelvic obliquity, twisted pelvis, or whatever 
term is used by different writers, presents variations 
not in accord with these views; but many pelvic faults 
come within the interpretation of this paper. It is 
necessary to remember that most lesions of all joints 
are not displacements beyond the usual ranges of 
movement for ‘these joints, but are altered mobility 
within the usual movement ranges. With this idea 
clearly in mind the normal joint movements become of 
primary importance. Proper visualization of these 
movements gives opportunity for two essential con- 
siderations ; first, since most lesions demonstrate altered 
mobility within the usual ranges of movement of a 
joint, classification of sacroiliac lesions is made pos- 
sible; second, since adjustment includes, in part, inau- 
guration of better movement, and since this can be 
accomplished only when directed along the planes of 
movement possible to that joint, it is prerequisite to 
the evolvement of scientific technic for adjustment. 

Movement is normal and present in all sacroiliac 
joints in good health. 


No appreciable unilateral sacroiliac movement nor- 
mally occurs. Any movement of importance in either 
joint can only be effected through association of some 
movement in its opposite. There are many explana- 
tions in physics for this phenomenon. These will not 
be reviewed in this discussion. 


The pubes are subject to free movement upon 
each other, but only of certain types. They cannot 
be separated, approximated, elevated one upon the 
other, nor moved forward and backward one upon 
the other in more than the slightest degree. 


The interpubic joint is capable of transmitting 
force from pubis to pubis without absolute fixation of 
One innominate with the other. For instance, if one 
pubis is carried across the midline, is elevated, de- 
pressed, drawn backward, or pushed forward, it takes 
With it the attached pubis of the opposite innominate. 
Many terms for expressing the normal pelvic move- 
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ment have been used by different lecturers and writers. 
One of these will serve in this instance. This is espe- 
cially true because it permits easy inclusion of the 
forces which cause movements in the pelvis. 


It is easy to consider the movement of the sacrum 
between the innominate bones. It is important to 
note that the sacrum is fixed to the lumbar vertebra 
in approximately the same manner that one lumbar 
is attached to its adjacent lumbar; and that forces are 
applied to the sacrum from the lumbar in like manner 
to that of one lumbar to an adjacent lumbar. Thus 
the sacrum is considered as a part of the spinal 
column, and the innominate bones are placed against 
the lateral sides of the sacrum. When movements of 
the pelvis and the lower appendages occur upon the 
sacrum, now considered as a part of the spinal column, 
the phenomenon of twisting the sacrum between the 
innominates becomes obvious. Fixation or limitation 
of this twisting movement is noted as sacroiliac lesion. 


Earlier investigators described unilateral displace- 
ments of one innominate upon the sacrum. Later 
students began describing combinations of innominate 
lesions. Classifications were made, varied, and dis- 
carded. New classifications appeared and new termi- 
nology followed in never-ending succession. As a 
result of this heterogeneous nomenclature, character- 
istic of pelvic lesions, technical discussions are some- 
what confused; and because of the confusion this 
discussion will include no classification. The following 
statements concerning the changing relationships of 
innominates upon sacrum in normal pelves are based 
upon laboratory, x-ray and clinical findings, which 
have been found to concord in the following respects : 
the varied applications of forces by which weight 
and force are transmitted from the vertebral column 
through the pelvis to the femora bring about a shifting 
of the sacrum between the two innominates. This 
shifting or changing relationship resembles a twisting, 
in that the pubis is carried laterally from the midline 
of the sacrum. In fact, the sacrum is the structure 
which moves in relationship to pubes. This twisting, 
or shifting, is associated with anterior and posterior 
movements of the iliac crests, or again, the sacrum 
is moved in relation to the iliac crests. 

It has been said, and correctly, that a sacroiliac 
lesion in which the crest is moved forward in relation 
to the sacrum is associated with a backward displace- 
ment of the opposite crest in relation to the sacrum. 
From these phenomena it has been concluded that 
sacroiliac rotations opposite in type are frequently or 
commonly found in the same pelvis. Such an associa- 
tion always occurs in normal pelves, and a comparable 
displacement is expected in fixed or semi-fixed pelves 
in a condition of lesion. It is, therefore, more correct 
to view this mechanical arrangement with the idea that 
pelvic movement is primarily sacral between innomi- 
nates in response to forces transmitted to it from the 
spine attached to its upper surface. 

One of the prominent changes in sacral rela- 
tionship takes place in this manner: as the sacrum 
twists, it moves forward on one side, or the innomi- 
nate moves backward on that side. In so doing, the 
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pubic bone of that innominate is carried laterally, 
drawing its opposite with it. Thus the opposite innomi- 
nate is pulled across the midline in front, and the crest 
of the innominate appears to move forward in relation 
to the sacrum. Accurately stated, the sacrum twists, 
being withdrawn posteriorly on one side in relation 
with the crest, and being pushed forward on the 
opposite side. It is well established that the fulcrum 
of contact of the sacroiliac joint varies. It is believed 
that the fulcrum shifts, that it is simultaneously high 
in the joint on one side and at the inferior pole of the 
joint on the opposite side, and that with each step 
the pressure contact surfaces change. It is also known 
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that the pubis is elevated and depressed in relation to 
the sacrum with all pelvic movements and it is thought 
that the elevations and depressions are determined by 
the fulcrum contact changes suggested above. 

The actual physics of associated bilateral move- 
ments is demonstrable and explainable; but this dis- 
cussion will not attempt to cover the considerably 
broad field of data and description necessary to com- 
plete such a presentation. Further investigation wi!l 
doubtless clarify many aspects of the physiology of 
the sacroiliac joint—Russel R. Peckham, D.O. Edi- 
torial reprinted from THE JoURNAL OF THE AMERICA \ 
OsTEOPATHIC ASSOCIATION, October, 1930. 


RETROPERITONEAL TUMOR—EVERAL AND 
McDOUGALL 


(Continued from page 132.) 


in the abdomen, and ankle edema was noted. The 
following day abdominal paracentesis was done and 
a large amount of chyle-like fluid was removed. Pa- 
panicolaou stain of this fluid revealed no evidence 
of malignancy, the cells being mostly lymphocytes, 
many of which were large and binucleated. Ankle 
edema quickly disappeared and did not return. It had 
apparently been caused by pressure of the ascitic fluid 
on the veins from the extremities. 

At this time it was felt that differential diagnosis 
in this case lay between hypernephroma, lymphosar- 
coma, and Hodgkin’s disease. Metastatic involvement 
of the retroperitoneal nodes was considered, but a 
primary site of malignancy had not been demonstrated. 

Clinically a tumor of the kidney did not seem 
likely in the absence of hematuria. It is recognized, 
however, that renal tumors may be present without 
this significant finding. It was felt that most of the 
abnormal urinary findings present were a result of 
prerenal deviation of water into ascitic fluid and de- 
creased fluid intake due to the discomfort it was 
believed to cause. 

In order to further rule out hypernephroma, or 
other renal neoplasm, intravenous urography was 
performed on April 11. This showed satisfactory 
concentration of the dye in both kidneys, but each 
kidney seemed to be located further laterally than 
normal and showed evidence of being rotated on its 
vertical axis. A lateral exposure was made which 
showed each kidney to be located in the renal gutter 
with no anterior displacement. It was then believed 
that there was sufficient evidence to rule out renal 
tumor and that the most likely diagnosis was Hodg- 
kin’s disease or lymphosarcoma. 

Hodgkin’s disease is stated to be more common 
in young adults and persons in middle age, whereas 
lymphosarcoma is more often seen at the extremes 
of life. In Hodgkin’s disease pruritis is reported to 
be common, but none was reported in this case. Sys- 
temic symptoms in Hodgkin’s disease usually occur, 
not at the time of the initial involvement, but later 
when generalization develops. This patient had fever, 
marked weakness, and loss of body tone, but, as far 
as could be determined, her tumor mass was localized 
and no other involvement of lymphatic structures could 
be demonstrated. Finally, the mass, although it was 
examined only through the peritoneum, was believed 
to be smooth, as is typical of lymphosarcoma, rather 


than lobulated, as is more often the case in Hodgki1 's 
disease, and the consistency was firm rather than ha: 
as is characteristic of metastases of malignancies. 

A diagnosis of lymphosarcoma of the retroper- 
toneal lymph nodes was made and the patient wis 
referred to the department of roentgenology for radi:- 
tion therapy. It was believed that if the mass rapidly 
responded to small doses of roentgen therapy, tlic 
diagnosis would be assured, since lymphosarcoma s 
known to be extremely radiosensitive with an imme- 
diate response, whereas the response of Hodgkin's 
disease, though marked, is delayed. The patient was 
given a total of 2000 roentgens to the abdomen, dis- 
tributed over four ports, right and left anterior and 
right and left posterior. The dosage was 100 roentgens 
given every other day, alternate ports being used, over 
a period of 47 days. The abdominal measurement 
anteroposteriorly which was 26 cm. at the beginning 
of treatment decreased to 17 cm. at the end of the 
course of therapy, an indication of the very rapid 
response. It was felt that sufficient evidence was pres- 
ent to confirm the diagnosis of lymphosarcoma. 

The patient has regained strength and appetite. 
No further ascites has occurred. 

CONCLUSION 

In view of our present knowledge of the case, 
it is felt that the surgical findings of enlarged liver 
and spleen and thickening of the mesentery, cecum, 
and terminal ileum were the result of portal hyper- 
tension, probably caused by the partial blocking of 
the hepatic veins by the encroaching lymphatic mass. 
It is also probable that the x-ray findings, suggesting 
a pancreatic neoplasm, were a result of invasion of 
the pancreas by the malignant process, an autopsy 
finding in such cases. Pressure on the internal iliac 
(hypogastric) vein could account for the “stiffness” 
of the pelvic organs. 

The above-normal temperature, nervousness, night 
sweats, and probably the tachycardia were produced 
by the increased metabolic rate. The chylous fluid in 
the abdomen may have been due to erosion of the 
receptaculum chyli or pressure on the thoracic duct. 

The prognosis must be very guarded. Although 
there have been reports of patients who lived 10 years, 
the usual life expectancy is from 1 to 2 years or less. 
Radiosensitivity will decrease as fibrosis develops. !f 
ascites continues to develop and requires tapping, ‘he 
patient’s resistance will gradually decrease. 
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SPECIAL ARTICLE 


The Radiation Hazard 
The Atom Bomb* 


JOHN POEHNER, D.O. 


(This paper is based upon lecture notes obtained 
at a special training course on “The Medical Aspects 
of Atomic Warfare” given at the Argonne National 
Laboratories in Chicago, March, 1950, under auspices 
of The Atomic Energy Commission.) 


Nuclear fission producing tremendous amounts of 
energy and employed as an instrument of war in the 
form of the atom bomb requires most serious considera- 
tion of all peoples. It is particularly important that 
physicians study and understand the effects of radiant 
energy upon living tissues. 

It has been determined that the maximum effect 
of the atom bomb blast is best achieved by exploding 
the bomb at a specific height in air over the target to 
utilize the maximum distribution of the forces of this 
tremendous release of energies. If the atom bomb is 
exploded at ground level there is a certain amount of 
confinement of the blast by buildings and depressions 
of the terrain. If the bomb is exploded too high in air 
some of the physical blast effects as well as thermal 
effects are dissipated in the air. 

With the explosion of the bomb there are three 
distinct effects, the physical blast wave, the thermal 
effect, and the radiation effect. This paper deals only 
with the radiation effect of the atom bomb explosion 
upon living tissue, and does not discuss the traumatic 
effects or burns due to the thermal effect. This material 
concerning the effect of gamma radiation and neutron 
bombardment of living tissue has been accumulated 
by the Joint Commission from the investigation of the 
effect of the atom bomb in Japan and also from experi- 
mental studies of laboratory animals at the Argonne 
National Laboratories in Chicago. 

At the instant of detonation an enormous amount 
of radiant energy composed of gamma rays and fast 
neutrons is released almost instantaneously, the inten- 
sity of the radiation being far greater than one can 
imagine. The effect of this type of radiation is to 
some extent governed by the distance of the victim 
trom the source of the radiant energy and also by 
the type and thickness of various materials which may 
stand between the victim and the blast. The penetrating 
ability of the gamma radiation and fast neutrons is 
enormous ; ordinary brick and cement buildings offer 
only slight protection to the inhabitants. Wooden 
trame houses offer little or no protection. The intensity 
of the radiant energy diminishes with the increase 
in the distance of the victim from the source. 

_ As determined by studies of the Nagasaki and 
Hiroshima blasts in Japan, there appeared to be a 
central zone of the target area with a radius of 
approximately 2 to 244 miles, or a total of approxi- 
mately 13 square miles of almost complete annihilation 
and disintegration. Casualties numbered approximately 
100 per cent in this area. Adjacent to the central “zone 
of brissance” and extending to a point approximately 
32 to + miles from the center of the bomb blast was 
an area wherein approximately 50 per cent of the 


o “Presented at the Fifty-Fourth Annual Convention of the American 
Steopathic Association, Chicago, July 14, 1950. 
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casualties died from all causes. Beyond this second 
zone and extending to a distance of approximately 
4 or 5 miles from ground zero the seriousness of the 
wounds and burns received diminished as the periphery 
was approached. 

Following a catastrophe of such magnitude and 
with the establishment of first aid stations and points 
of triage, it would become the duty and obligation of 
physicians to differentiate the types of injuries suffered 
by the victims and to classify those with probable or 
actual radiation exposure in an attempt to determine 
which cases deserve and require first attention. It is, 
therefore, necessary that some criteria be established 
whereby those victims who suffer a probable lethal dose 
of radiation may be segregated from other victims suf- 
fering a less than lethal dose so that the energies of 
the attending physicians could be directed toward 
treating patients with the greatest chance of recovery. 

This paper will be limited to a discussion of the 
criteria for diagnosis of radiation injuries of that 
group of individuals who have the greatest probable 
chances for recovery, victims in zone 2 and those 
farther away from the zero point who have probably 
received less than a lethal dose of radiation. 

There are three types of radiation injury: (1) 
Uncomplicated radiation injury, (2) radiation injury 
complicated by infection, (3) radiation injury compli- 
cated by other injuries. 

The classification of the clinical types of radiation 
syndrome are: 

1. Very Severe Radiation Injury.—Approximate 
mortality of this group is 100 per cent. Death usually 
occurs in 1 to 2 weeks. Nausea and vomiting occur 
the day of bombing and are severe. Leukopenia be- 
comes marked within 24 hours. Epilation and purpura 
develop if the patient survives long enough. The dis- 
tance of these victims from the bomb is usually less 
than 1,000 meters. 

2. Severe Radiation Injury.—The approximate 
mortality in the group is 50 per cent. Death may occur 
in from 3 to 6 weeks. Nausea and vomiting are marked 
the day of the bombing and leukopenia becomes marked 
in 24 hours. These victims are usually 1,000 meters 
from the bomb explosion. Epilation, purpura, and 
oropharyngeal lesions become severe if the patient 
survives long enough for these signs to develop. 

3. Moderately Severe Radiation Injury.—The ap- 
proximate mortality is 10 per cent. Death may occur 
in from 6 to 15 weeks. Nausea and vomiting are 
only moderate the day of the bombing. Leukopenia 
is moderate as is epilation and purpura. Oropharyngeal 
inflammation may be negligible. These victims are 
approximately 1,000 to 1,500 meters from the bomb. 

4. Mild Radiation Injury.—Death usually is not 
due to radiation. Nausea and vomiting, should they 
occur the day of bombing, are only slight. There is 
only slight depression of the white cells and the 
development of epilation and purpura is improbable. 
Oropharyngeal inflammations usually do not develop. 
These patients are more than 1,500 meters from 
the bomb explosion. 
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From the above it appears that the specific criteria 
for diagnosis for radiation injury are epilation and 
purpura. There are three suggestive symptoms which 
may be of some assistance in determining the amount 
of radiation injury a victim has received the day of 
the bombing, or shortly thereafter, namely, vomiting, 
oropharyngeal lesions (pain, ulceration, necrosis), and 
hemorrhagic manifestations other than purpura (e.g., 
bloody diarrhea). 

Experimental whole body irradiation of laboratory 
animals employing a dose of radiation that kills one-half 
of the total number of animals in 30 days time (L D,,) 
reveals the following findings: 

1. There is an initial depression of radiation sick- 
ness. 

2. The lymphocytes decrease rapidly within 24 
hours to the lowest level to which they will fall. 

3. Ulceration of the oral cavity and _ intestinal 
tract is almost universal. There are edema and hemor- 
rhagic phenomena. 

4. At later stages there may be: 

a. Increased infections and absorption of toxic 

materials 

b. Increase in the sedimentation rate 

c. Shift of the plasma proteins to the alpha and 
beta globulins 

d. Elevation of the pulse, respiration, and tem- 

perature. 

When laboratory animals die as a result of whole 
body irradiation, they usually die in shock. Hemor- 
rhages occur from bowel or body orifices and some- 
times in the central nervous system. There is a severe 
effect upon the blood-vascular system. Secondary in- 
vasion of infectious organisms probably produces 
many of the symptoms of the radiation syndrome. 

The peripheral blood stream is not a very sensitive 
means of determining the dosage of irradiation received 
by the atom bomb victim unless the dose is extremely 
high. It appears to be an impractical procedure to 
obtain blood counts on the victims of an atomic blast 
immediately following the explosion, particularly in 
view of the inadequate or absent laboratory facilities. 

Living tissue is either radioresistant or radio- 
sensitive. In general, the younger the animal is the 
more susceptible he is to radiation. The more primitive 
the cell in a given cell lineage the more sensitive it is 
to radiation, with few exceptions. The radioresistant 
tissues are the nervous system, the muscular system, 
the liver, the pancreas, and the kidney. The radio- 
sensitive tissues are blood-cell forming and germinal 
tissues, the lining of the intestinal tract, and the skin 
and its derivatives. 

The time of onset of clinical symptoms following 
radiation exposure is very helpful in determining the 
probable amount of radiation received by a particular 
victim. With very severe radiation injury nausea and 
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vomiting occurs the day of the bombing. Fever de- 
velops in from 2 to 7 days. Diarrhea occurs in 2 
to 7 days as does leukopenia. Purpura is observe: 
to develop in 4 to 14 days and death usually occurs 
during this period. 

With moderately severe radiation injury nausea 
and vomiting are apparent the day of the bombing. 
Leukopenia develops between the seventh and the 
twenty-eighth days and anemia is observed to develop 
within the period from the fourteenth to the thirty-fifth 
day. Epilation occurs during this period and oro 
pharyngeal inflammations are observed to develo) 
from the fourteenth to the twenty-eighth day. Diarrhe 
occurs during this period and death usually follow 
in from 30 to 90 days. 


The time of onset of significant symptoms 
extremely important in the differentiation of radiatic: 
injury. Nausea and vomiting, which usually occu: 
the first day, may develop during the first three or fo: ; 
days. Epilation usually occurs by the twentieth da) 
but may be seen from the first to the fourth we: 
Oropharyngeal lesions usually occur by the twenty- 
second day but may develop any time from 2 to 
weeks. Purpura and hemorrhage, usually seen by 1 
twenty-fourth day, may occur from 2 to 5 wees 
following injury. 


SUMMARY 


Nuclear fission releases tremendous amounts «if 
ionizing radiation in the form of gamma rays and fast 
neutrons, which are extremely penetrating. The dose 
of radiation received is determined by the distance 
from the bomb explosion and the type and thicknesses 
of materials which may shield the victim: The inten- 
sity of the radiation decreases as distance from the 
source of the radiant energy increases. Brick and 
cement buildings offer some slight degree of protection, 
but wooden buildings offer little or no protection. 


It is important to differentiate the class of victims 
who have received probable lethal doses from the group 
which has received less than lethal doses of radiant 
energy in order that the energies of the physician may 
be devoted to the care of those with the greatest 
probable chances of recovery. 


The outstanding clinical signs of radiation ex- 
posure are nausea and vomiting the day of the bombing 
and the time of onset of other symptoms following 
the bomb explosion. Epilation and purpura are specific 
symptoms of radiation injury and follow at a later date. 

Decrease in the total lymphocyte count of the pe- 
ripheral blood stream is quite significant. Death of the 
patient may result from secondary invasions of infec- 
tious organisms even where the victim has received 
less than a lethal dose of radiation. 

Whole body irradiation is far more injurious than 
partial body irradiation. 
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Every person and every community has a part to play in 
the civil defense program. Remoteness from places considered 
probable targets does not exempt any community from playing 
its part in the over-all program, since evacuee reception and 
care must be planned, and a support program organized. 

The civil defense program for this country must he in 
constant readiness because for the first time in 136 years an 
the attack our cities in force, 


enemy has 


power to 


strong 


PARTICIPATION IN 


CIVIL DEFENSE 


and for the first time in our history that attack may ¢ 
suddenly, with little or no warning. 

Granted a few minutes warning, casualties could be 
reduced by over 50 per cent through proper organization ond 


training in civil defense. More important, civil defense c: \ld 
spell the difference between defeat with slavery for our po ple 
and victory in a war thrust upon us.—United States | vil 


Defense. Issued by National Security Resources Board, | 
Government Printing Office, Washington, 1950. 
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THE PRESIDENT’S MEMBERSHIP MESSAGE 


| want to take this opportunity to thank Dr. Stephen B. 
Gibbs of Coral Gables, Florida, specifically, for the magnifi- 
cent effort he put forth to raise the membership of the Ameri- 
Osteopathic Association to its highest level. He is to be 
congratulated roundly. He has had excellent cooperation from 
his Committee and from the Central Office. Miss Caroline 
\\ells and her staff deserve equal credit for cogrdinating the 
work of the Membership Department with that of the Com- 
mittee on Special Membership Effort. We have forged ahead 
in our membership effort because of the constant vigilance 
an devotion to duty of the Committee and the Department. 


I believe also that the increased membership signifies that 
the profession as a whole has awakened to the fact that 
better and more concentrated organization is needed. Members 
have become aware of the importance of enlisting every 
eligible osteopathic physician in one great organization, so 
that all available energy can be unified and utilized to the 
best advantage of the public health and for the education of 
the people concerning the osteopathic school of medicine. 

A great man long ago said in substance, “Eternal vigil- 
ance is the price of liberty.” Few statements could have more 
meaning for the osteopathic profession. We could never have 
accomplished even a minute part of what has been accom- 
plished if we had not been organized for vigilance. Through 
our organization we have been able to prove that we are 
sincere and conscientious and are able to do a good job of 
rendering a service for the public good, a service to promote 
the general welfare and to improve the general health. 


can 


If we look at the records and see the recognitions we 
have been accorded in the past few years by federal, state, 
and local governments, if we look at our colleges and hospi- 
tals, we cannot help but swell with pride. We are leaders in 
caring for the health of the American people. We can only 
stay in that position if we continue to improve ourselves, to 
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improve our institutions, and improve our organization. We 
must continue to sacrifice; we must continue to educate the 
public. But first of all we must continue to educate our own 
people. 

The most unfortunate thing that I can think of is that 
there are osteopathic physicians who are privileged to be 
members of the American Osteopathic Association and yet 
neglect or refuse to accept that privilege. Let each member 
appoint himself as a special membership committeeman, not 
to coerce these physicians into becoming members, but to 
talk to them, to counsel with them, and to educate them. If, 
after one discussion, they do not feel that they want to 
become one of us, let us not crowd them or try to exercise 
force. But let us see them again and again and again, not 
with the idea that eventually they will become members 
because they are tired of listening to us, but with the idea 
that if they are made to understand why they should be 
members, they will become members. I am sure this type of 
effort will bring results. 

In this Membership Year of 1950-51, I know that each 
of you will make every effort possible to see that we get a 
great majority of our profession into the American Osteo- 
pathic Association before the end of the year. 

Vincent P. Carrot, D.O. 


MEMBERSHIP REPORT AS OF SEPTEMBER 1, 1950 
Membership count, August 1, 1950 


Applications received in August, 1950.....................- 17 
2! 

42 
Deaths and resignations in August, 1950.00.00... 12 
Membership count, September 1, 1950..... 7,893 


HONOR ROLL 
W. H. Lum 
Dorothy |]. Marsh 
Rocco Cleffi George W. Northup 
J. Claver Gargill Georgianna Pfeiffer 
Luther W. Swift 


J. Myron Auld 
W. C. Bughee 


OBJECTIVES OF OSTEOPATHIC EDUCATION 


The objectives of osteopathic education could be divided 


into two categories. The first might well be called academic 
objectives in the training of osteopathic physicians, and the 
second, the personal objectives in the training of physicians 
who will be active in their professional organization. 

What are the academic objectives of osteopathic educa- 
tion? The established purpose of the colleges of osteopathy 
was expressed in the petition for the charter of the first 
college of osteopathy, in Kirksville, in 1892, to the State 
of Missouri: “The purpose and object of this association 
shall be to improve our systems of surgery, midwifery, and 
treatment of general disease.” 

It is the primary aim and purpose of the osteopathic 

lleges to preserve, emphasize, and extend in their teaching 
and research those values, principles, and precepts that dis- 
tinguish the osteopathic philosophy and practice of the 
healing art. 


co 


It is the further aim and purpose of the colleges to 
provide a full and complete curriculum of modern profes- 
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sional education so that their graduates shall be adequately 
trained and equipped as osteopathic physicians and surgeons, 
competent to cope with the problems of prevention, diagnosis, 
and treatment of disease generally. 

Osteopathic education stresses the importance of normal 
body mechanics to the health of an organism and emphasizes 
the utilization of manipulation to detect and correct faulty 
structure. All measures that have proved to be effective in 
detecting and correcting faulty relations of bones, muscles, 


blood vessels, nerves, and other tissues, which malrelations 
are recognized as factors jn disease, are taught 

All procedures of medical science, Such as surgery, 
obstetrics, the use of drugs, physical therapy, and other 
diagnostic and therapeutic technics are embraced in osteo- 
pathic education. 

Manipulative methods of diagnosis and treatment are 


osteopathy’s outstanding contribution to the healing arts and 
the training of osteopathic physicians therein is not duplicated 
in any other school of medicine. 

It is not only the purpose of osteopathic education to 
train physicians qualified as family doctors, but to train 
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physicians who can participate in professional affairs as well. 
Osteopathic college committees, who deal with entrance re- 
quirements, are convinced that a good general education in 
the preprofessional college course, which includes the mini- 
mum of introductory sciences, is the ideal training for 
students who are planning to become physicians. Reading 
comprehension and the ability to use the English language 
in written or oral form are tremendously important not only 
in the professional course, but in the physician’s private 
practice following his formal training. 

The great scientific era, which rapidly opened its doors 
to the mind of man in the early part of the twentieth century, 
resulted in emphasizing formal scientific education. As ex- 
ploration of the realm of science increased, information in 
the field of physics, chemistry, and biology grew by leaps 
and bounds. It can safely be said that a high school student 
of the last decade was presented with more scientific informa- 
tion in the fields of physics and chemistry than the university 
student was given 30 years ago in introductory courses. 

With the accumulation of scientific data and facts, 
medical educators increasingly saw the necessity of requiring 
more and more preprofessional training prior to the entrance 
of a student to medical college. The medical colleges them- 
selves constantly increased the time and emphasis on the 
so-called basic science curricula. 

By the fifth decade of the twentieth century educators 
had hecome very critical of the shortcomings of the educa- 
tional program of medical schools. Some of these criticisms 
were directed toward the fact that it was apparent that some 
medical schools were attempting to train scientific researchers 
and specialists instead of training general practitioners. 

It is quite likely that the rapidly growing accumulation 
of scientific data has resulted in the emphasis on training 
scientists rather than physicians, and that this has resulted 
in the diminishing of time spent in the practical demonstra- 
tion of disease and its treatment. 

The curriculum in the average college of the healing 
arts now consists of 2-years’ training with the chief emphasis 
on the so-called basic science subjects and 2 years devoted 
largely to clinical and hospital instruction. Meanwhile educa- 
tors in the healing arts have gradually begun to realize that 
a great deal of the training that doctors had received a 
hundred years ago as apprentices, under the preceptor plan, 
has its place in modern medical education. ; 

At a recent conference with a committee representing the 
deans of 400 colleges of arts and sciences, representatives of 
the osteopathic profession pointed out that one of the chief 
weaknesses of entering students in approved colleges of 
osteopathy and surgery is the lack of reading comprehension 
and the ability to use the English language. This is no 
fault of the liberal arts colleges, where the professional 
students receive their preprofessional training. For the most 
part, it is due to the fact that the average student interested 
in preparing for entrance into a school of the healing arts 
is very apt to be scientifically minded to the extent that he 
overemphasizes the fields of chemistry, biology, and physics. 
Such a student has usually shied away from courses in 
literature, history, sociology, and the other humanities. 

Such students could be taken care of in any one of the 
number of colleges and universities, which now are requiring 
2 years of general education, before allowing the student to 
choose his field of specialization. 

It is believed that English is an important tool for the 
physicians who are to be recognized as professional men. 
Osteopathic colleges are interested not only in giving the 
necessary academic training in preparing a student for prac- 
tice, but also are interested in inculcating the desire on the 
part of the student to become active in organizational work 
of his profession rather than to become an isolationist. 

Every professional body has many men who are little more 
than technicians. No professional body can be strong unless 
it contains a substantial number of members who are willing 
to accept the obligation of service beyond their actual daily 
duties. The osteopathic profession, as small as it is, has 
been strong from the start because it contained a high pro- 
portion of physicians with an active interest in the profession. 

It is up to the colleges and members of the profession 
to teach the students that full professional life cannot be 
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achieved in isolation. Some aspects of professional life are 
essentially individual, but many others are group relations. 

Every calling has its round of tasks and duties and its 
code of man-to-man relations, which one must follow daily 
if he is to survive. Beyond that is the opportunity for a 
man in any vocation to strive for special excellence and to 
seek something other than material gain. 

Suppose a physician were to say, “I'll be a ‘professional 
man,’ but I'll do it myself. I hate organization dues and 
duties.” That physician would take the head without the 
body that nourishes it. 

Suppose another physician were to say, “Oh, I'll join 
all right, but I'll never do anything about it.” That physician 
would grasp the form and let the substance go. 

Let us take a brief look at those characteristics which 
mark off the physician who is active in his professional 
organization from the physician who is an isolationist : 

First, osteopathic physicians who are active in organiva- 
tional work possess a constant recognition of their social 
duty. They guard the ideals and standards of their profession 
by advancing it in public understanding and esteem. They 
render free public service in addition to that for ordinary 
compensation. They make a fair return to the society which 
has recognized their status. 

Second, the organized group alone has the recognized 
responsibility of ordering the educational program. The ecu- 
cational program of the osteopathic school of medicine, in 
turn, is based on a body of scientific knowledge and _ skill 
which is constantly being advanced by the united effort of 
this professional group. 

Third, establishing a standard of personal qualifications 
for admission to the professional group, based on character, 
training, and proved competence is a great responsibility of 
osteopathic physicians, who are professional people. In the 
same way a standard of conduct, based on the courtesy, 
honor, and ethics which guide the practitioner in his relations 
with patients, colleagues, and public can be formulated only 
by the professional group. 

Finally, formal recognition of the profession’s status by 
the federal government and state and educational agencies is 
won only by the united efforts of the true professional 
physicians. 

In the admissions programs of the osteopathic colleges 
many of the qualities which are necessary in a professional 
man or woman are carefully looked for in the screening of 
a candidate. In fact these qualities are considered to be just 
as important as the academic background which the applicant 
presents. 


SPECIALTY SOCIETY MEETINGS 


The American College of Osteopathic Surgeons will hold 
its twenty-third Annual Clinical Assembly in Des Moines, 
Iowa, October 15 to 19. Participating in the meeting will be 
the American Osteopathic Academy of Orthopedists, the 
American Osteopathic College of Radiology, the American 
Osteopathic Hospital Association, and the American Society 
of Osteopathic Anesthesiologists. The formal opening, @ 
combined meeting for all the members of the participating 
groups, will take place on October 15, with the Honorable 
William S. Beardsley, Governor of the State of Iowa, deliver- 
ing the opening address. 

John P. Schwartz, Des Moines, is general chairman for 
the meeting with Howard A. Graney, Des Moines, acting as 
program chairman for the College of Surgeons, D. W. Hend- 
rickson, Wichita, Kansas, for the College of Radiology, Mr. 
Edward C. Barron, Detroit, for the Hospital Association, and 
Carl E. Schefold, Detroit, for the Society of Anesthesiologists 

The American College of Osteopathic Internists will meet 
in Kansas City, Missouri, October 23 to 26. Stuart Harkness, 
Des Moines, is the program chairman. 

The regular business meeting and the election of officers 
will be held on October 25 at 8:00 p.m. 

The Osteopathic College of Ophthalmology and Otorhio- 
laryngology will meet in Los Angeles October 30 to Novem! et 
4. Edward W. Davidson, Los Angeles, is program chairman. 
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PUBLIC TAX-SUPPORTED HOSPITALS 


Today the majority of American citizens realize the need 
for adequate hospital facilities to provide care for the sick 
an’ injured. In recognition of this need for additional hospital 
facilities, the federal government has made tax funds available 
to the states for hospital construction and expansion under 
the provisions of the Hill-Burton Hospital Survey and Con- 
struction Act. Most state governments have appropriated 
pullic money to implement the federal grants. This program 
was developed to improve the facilities for health care avail- 
able to the people, and was not intended for the benefit of any 
one class, race, creed, or color. 

The facilities of hospitals constructed with tax funds 
should be available to all of the people on an equitable basis. 
Any hospital rules, regulations, or decisions which deny to 
a patient the services in that hospital of the qualified physician 
of his choice solely because the physician does not possess 
the degree of Doctor of Medicine is discriminatory, not in 
the best interest of the people’s health, and contrary to 
fundamental American principles. A program whereby osteo- 
pathic patients and their physicians have been denied access 
to hospital facilities has been adopted and pursued by the 
American Medical Association for over 20 years. This pro- 
gram has not been pursued in the best interests of the public’s 
health, but rather, physicians of the allopathic school of 
medicine have sought to insure for themselves a monopoly 
on the right to use tax-supported hospitals. These physicians 
are reluctant to share the facilities which have been provided 
at taxpayers’ expense with equally qualified practitioners 
representing another complete school of the healing art. 

During the past 75 years the osteopathic profession has 
developed from its infancy until today there are over 11,000 
osteopathic physicians, 164 registered hospitals, and over 
8,000 available beds in osteopathic hospitals. These 11,000 
osteopathic physicians, representing a complete school of 
medicine, constitute a minority group when compared with 
the some 200,000 allopathic physicians located in the United 
States today. Osteopathic hospitals have not been constructed 
with public tax funds, but have been independently financed 
and developed by members of the osteopathic profession to 
meet the need of the people for additional hospitals. In 
spite of this significant advancement, many members of the 
osteopathic profession continue to find themselves and _ their 
patients handicapped by a lack of hospital facilities. In the 
areas where osteopathic institutions are not available, osteo- 
pathic physicians find themselves and their patients without 
the benefit of hospital facilities because the rules and regula- 
tions adopted by both private and public hospitals have acted 
in most cases to deny osteopathic patients and their physicians 
access to these hospitals. 


I. STANDARDIZATION OF HOSPITALS 


\. American College of Surgeons.— 
_ Before the adoption of standardized rules and regulations 
tor the administration and operation of both private and public 
hospitals, the right of all qualified physicians, including 
Osteopathic physicians and surgeons, to practice in such insti- 
tutions was generally recognized and seldom subject to ques- 
tion. The movement toward hospital standardization was first 
instituted in 1918 by the American College of Surgeons, 
an organization founded in 1913 by allopathic surgeons of 
the United States and Canada. This organization has for its 
Purpose the improvement of operative surgery. The American 
College of Surgeons established as one of its major require- 
ments for fellowship that a candidate submit evidence of 100 


patients upon whom he had operated. Since hospital records 
were inadequately maintained at that time, making it difficult 
to obtain the information required for fellowship, the hos- 
pitals were encouraged to improve their system of administra- 
tion and to apply certain fundamental principles to insure the 
efficient care of the sick and injured. 

In 1918 the American College of Surgeons established 
the “Minimum Standard for Hospitals” with which a hospital 
was required to conform prior to receiving recognition as 
an “approved” hospital. The general principles of the “Mini- 
mum Standard for Hospitals” provide as follows: 


MINIMUM FOR HOSPITALS 


1. That physicians and surgeons privileged to practice in the 
hospital be organized as a definite medical staff. Such organization 
has nothing to do with the question as to whether the hospital is open 
or closed, nor need it affect the various existing types of medical 
staff organization. The word staff is here defined as the group of 
doctors who practice in the hospital inclusive of all groups, such as 
the active medical staff, the associate medical staff, and the courtesy 
medical staff. 

2. That membership upon the medical staff be restricted to phy- 
sicians and surgeons who are (a) graduates of medicine of approved 
medical schools, with the dezree Doctor of Medicine, in good standing, 
and legally licensed to practice in their respective states or provinces; 
(b) competent in their respective fields; and (c) worthy in character 
and in matters of professional ethics; that in this latter connection the 
practice of the division of fees, under any whatsoever, be 
prohibited. 

3. That the medical staff initiate and, with the approval of the govern 
ing board of the hospital, adopt rules, regulations, and pqlicies govern- 
ing the professional work of the hospital; that these rules, regulations, 
and policies specifically provide (a) that medical staff meetings be 
held at least once each month; (b) that the medical staff review and 
analyze at regular intervals their clinical experience in the various 
departments of the hospital, such as medicine, surgery, obstetrics, and 
the other specialties; the medical records of patients, free and pay, 
to be the basis for such review and analysis. 


STANDARD 


gutse 


4. That accurate and complete medical records be written for all 
patients and filed in an accessible manner in the hospital, a complete 
medical record being one which includes identification data; complaint; 


personal and family history; history of present illness; physical 
examination; special examinations, such as consultations, clinical 
laboratory, x-ray, and other examinations; provisional or working 


gross and 
diagnosis; 


microscopical 


diagnosis; medical or surgical treatment; 
condition on 


pathological findings; progress notes; final 
discharge; follow-up; and, in case of death, autopsy findings 

5. That diagnostic and therapeutic facilities under competent 
medical supervision be available for the study, diagnosis, and treatment 
of patients, these to include at least (a) a clinical laboratory providing 
chemical, bacteriological, serological, and pathological services; (b) an 


x-ray department providing radiographic and fluoroscopic services 


Provision number two of the “Minimum Standard for 
Hospitals” prevents physicians and surgeons holding the degree 
Doctor of Osteopathy from becoming members of the medical 
staff because the staff is restricted to “graduates of medicine 
of approved medical with the degree Doctor of 
Medicine.” The medical staff is granted authority by section 
three to make necessary rules and regulations to govern the 
professional work in the hospital. Hospitals, in order to meet 
these requirements and to secure approval by the American 
College of Surgeons, have excluded osteopathic physicians 
and surgeons from the medical staff of the hospital 


schools 


The American College of Surgeons has stated it is advan- 
tageous to the patient, physician, hospital, intern, and nurse 
and to the community for a hospital to be on the approved 
list. The advantages of a hospital standardization program 
are recognized to the extent that such program results in 
the efficient organization of a medical staff and the proper 
administration of the hospital, including the maintenance of 
adequate records. A standardization program pro- 
mote the welfare of the sick and injured when it adopts a 
discriminatory policy limiting membership upon the medical 
staff to persons possessing the degree Doctor of Medicine 
Qualified physicians and surgeons, graduates of a_ school 
granting a degree other than that of Doctor of Medicine, 
should not be restricted from membership on the medical 
staff of a hospital solely by reason of the degree which they 


ceases 


possess. 
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B. Council on Medical Education and Hospitals of the 
American Medical Association.— 


The Council on Medical Education and Hospitals of the 
American Medical Association has also played a_ significant 
part in the hospital standardization program. The hospital! 
program was pursued by the A.M.A. in connection with its 
program for the improvement of medical education. In the 
early 1900's, the need for a period of hospital internship 
training between medical school graduation and the licensure 
examination was recognized, but in 1913 no medical schools 
or state examining boards required an internship for the 
degree Doctor of Medicine or for licensure. 


In 1912, the Council on Medical Education and Hospitals 
of the American Medical Association began its first survey 
of hospitals engaged in the training of interns. It was not 
until 1928 that the House of Delegates of the American 
Medical Association approved a general program of hospital 
standardization. This program was instituted by the adoption 
of certain requirements which were known as the “Essentials 
of a Registered Hospital.” A hospital conforming to these 
essentials may be registered with the Council on Medical 
Education and Hospitals. Registration is a basic type of 
recognition which is extended to all hospitals and related 
institutions which conform with the “Essentials of a Regis- 
tered Hospital.” Title III of these Essentials provides for 
the medical staff as follows: 
factor in the 


1. Since the medical staff is the most important 


delivery of medical service to patients, too great care cannot be 
exercised in the selection of staff members. The staff should be 
limited to physicians holding the degree of doctor of medicine from 
medical colleges acceptable to the Council on Medical Education and 
Hospitals, having satisfactory qualifications as to training, licensure, 
and ethical standing, and to dentists who are graduates of recognized 
dental colleges and whose professional ability and standing are known 
to the medical staff. 


2. Osteopaths, chiropractors, and other non-medical practitioners 


may not be permitted to use the facilities of hospitals desiring to 
conform to these standards. They may not enter data on the records, 
carry out diagnostic procedures or treatments, or in any way assist in 
this work. 

These specific provisions cited above have been used to 
exclude osteopathic physicians from hospitals which have 
sought registration with the Council on Medical Education 
and Hospitals of the A.M.A. 


In addition to registration, hospitals may seek “approval” 
by the Council. “Approval” is only extended to registered 
hospitals which meet the established requirements for intern- 
ship, residency, or fellowship training. Therefore, a hospital 
must conform with the “Essentials of a Registered Hospital” 
and limit the facilities of that hospital to doctors of medicine 
before it may become a hospital approved for intern training, 
residencies, or fellowship training. Since the laws in twenty- 
three states and the District of Columbia require an approved 
internship as a prerequisite to licensure, applicants for a 
license to practice medicine and surgery may serve their 
internships only in hospitals which are approved. In practice, 
the state medical examining boards have recognized as 
approved only those hospitals approved by the Council on 
Medical Education and Hospitals of the American Medical 
Association; therefore, hospitals desiring to establish a pro- 
gram for interns and residents were compelled to seek regis- 
tration and approval by the Council of the A.M.A. As 
indicated above, the standards adopted by the Council of the 
A.M.A. and the American College of Surgeons have acted 
and were specifically intended to exclude all but doctors of 
medicine from all registered and approved hospitals. It is to 
be noted that hospitals are not classified as Class A, Class B, 
and Class C, but to the contrary, hospitals listed with the 
A.M.A. are either “registered” or “approved,” the latter in- 
cluding registration. 


The programs established for specialty training and certi- 
fication by a specialty board require training in a specialized 
field of medicine in a hospital approved for such training. 
These hospitals must be registered hospitals conforming with 
the “Essentials of a Registered Hospital” before approval is 


granted for specialty training. Since only specialty training 
in approved hospitals is accepted for certification, hospitals 
which desire to follow a program of residency and fellowship 
training are securing occupy 


handicapped in persons to 
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these positions unless the hospital program is recognized as 
approved. The first step towards securing full approval is 
registration with the Council on Medical Education and 
Hospitals and results in the exclusion of physicians and 
surgeons holding a degree other than M.D. from the hospital 
in order to conform with the provisions of the “Essentials of 
a Registered Hospital” of the A.M.A. 


C. American Hospital Association.— 


The American Hospital Association is an association 
registered hospitals. This organization has not been instru- 
mental in promoting a hospital standardization program, 
to the extent that it appears to require as a prerequisit 
membership that a hospital be registered with the Council 
Medical Education and Hospitals of the American Me 
Association, it also acts to insure the exclusion of osteopa' 
physicians and surgeons from member hospitals. 


D. The Osteopathic 

The American Osteopathic Association, realizing the \: 
of a hospital standardization program, has developed thro 
its Bureau of Hospitals its own standards for registrat 
and approval of hospitals for intern and residency train: 
In 1950, 192 osteopathic hospitals were registered with 
Bureau of Hospitals, sixty-three were approved for in 
training and thirty-three for residency training. 

The hospital program of the American Osteopathic As 
ciation in contrast to that of the American Medical Asso 
tion has endeavored to preserve the right of the peo; 
to the services in any hospital of the physician of their choice. 
Although the “Minimum Standard for Registered Hospitals” 
adopted by the American Osteopathic Association was | 
signed primarily for osteopathic institutions, dentists 
doctors of medicine are eligible for courtesy staff privile: 
in hospitals registered with the A.O.A. Item twenty-two 
the “Minimum Standards for Registered Hospitals” provicles 
in part as follows: 

22. Courtesy staff privileges may be accorded physicians and 
dentists who are members in good standing of the American Medical 
Association, American Institute of Homeopathy, or the American 
Dental Association, and their component societies, each in his proper 
category. 

Dentists or doctors of medicine may also be members of 
the courtesy staff of osteopathic hospitals approved for intern 
training. The “Minimum Requirements and Standards for s- 
teopathic Hospitals Approved for Intern Training and Resi- 
dency Training” permits surgical staff privileges to be extended 
to physicians possessing the degree Doctor of Medicine and 
also to dentists. Item one, page seven, under “Special Re- 
quired Staff Procedures” provides in part as follows: 


Surgical staff privileges may be accorded physicians and dentists 
who are members in good standing, each in his proper category, of 
the American Medical Association, American Institute of Homeopathy, 
or the American Dental Association, and their component societies 


American Association.— 


Under these standards an osteopathic hospital may permit 
a patient to have the services of a doctor of medicine in the 
hospital and not affect its standing with the American Osteo- 
pathic Association. It is unfortunate that the hospital stand- 
ards of the American College of Surgeons and the American 
Medical Association do not also recognize the paramount 
right of the patient to the services of the qualified physician 
of his choice in the hospital most convenient for the patient 
The hospital standardization programs pursued by the Amer'- 
can College of Surgeons and the American Medical Associa- 
tion have not acted for the best interests of the people. 
but to the contrary they have been designed to establish 
maintain a monopoly of hospital facilities for doctors 
medicine. This is especially true in public hospitals w! 
are established and maintained by taxes paid by all of 
people but which limit the facilities of these institutions 
patients of doctors of medicine who are provided “works! 
at the public’s expense. By limiting the use of the faci 
of hospitals registered with the A.M.A. or approved by 
American College of Surgeons to doctors of medicine 
taxpayers who prefer the services of a doctor of osteo] 
are inconvenienced by a lack of hospital facilities 
osteopathic institutions are not available. This restr 
is contrary to public policy which requires that every hos 
program be planned to improve and expand _ hospital 
medical services available to all of the people. 
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significant portion of all health care received by the 
peop'c is rendered in tax-supported or government hospitals. 
Of the total of 1,423,520 hospital beds available in the United 
States in 1948, 1,019,767 were in public or government hos- 
pitals. In comparison, only 403,753 beds are available in 
privete hospitals. These figures reveal the role that govern- 
ment hospitals are playing in making hospital care available 
to the people. 


uring the past decade, the attention of the people has 
been focused on the shortage of hospitals and related facili- 
ties. A realization by the people of the benefits of hospital 
care over the care received in the home has resulted in an 
incre.sed use of hospital facilities. This increased use and 
grow 1g population has resulted in a hospital shortage which 
first received legislative recognition by the Federal Govern- 
ment in the “Hospital Survey and Construction Act,” passed 
in 1946, and commonly referred to as the Hill-Burton Act. 


4. Hospital Survey and Construction Act of 1946.— 


The Hospital Survey and Construction Act (Public Law 
725, 79th Congress) required each state seeking federal funds 
for hospital construction under- this federal program to con- 
duct a hospital survey and submit a plan for approval to 
the Surgeon-General of the United States. By June 30, 1949, 
all siates had completed a survey and submitted plans. The 
survey revealed that 850,000 additional hospital beds were 
required to afford the necessary facilities for furnishing 
adequate hospital, clinic, and similar services to all of the 
people. 

The responsibility for initiating a hospital construction 
program is placed upon the individual state which must 
develop a plan and submit it for approval to the Surgeon- 
General. The state plan must include a single state agency 
which will have authority to supervise and administer the 
plan. A state advisory council composed of representatives of 
nongovernmental organizations and of state agencies must 
also be established. The plan must set forth the hospital con- 
struction program based upon a state-wide inventory of 
existing hospitals and survey of needs. The Hill-Burton Act 
requires that the state plan be nondiscriminatory as to race, 
creed, or color in the furnishing of needed hospital services 
to persons unable to pay. The state must also provide mini- 
mum standards for the maintenance and operation of hospi- 
tals which receive federal aid. Upon approval of the plan, 
the state is eligible for its alloted percentage of available 
funds. 

There is no provision in the Hill-Burton Act which in 
any way limits the participation of the osteopathic profession 
in this hospital construction program. The right of osteo- 
pathic physicians and surgeons to use the facilities of hospitals 
constructed in part with Hill-Burton funds is a matter to be 
decided at the state level. At the time of the senate com- 
mittee hearing concerning the Hill-Burton Act, the senate 
committee considering the bill reported to the United States 
Senate that “questions such as the place of osteopathy in 
general hospital service would be determined by state law.” 
(Senate Report 674, 79th Congress.) 


The Hill-Burton Act authorized the Surgeon-General 
with the approval of the federal hospital council and the 
administrator to prescribe certain general rules and regula- 
tions. The reference which was made in the original regula- 
tions promulgated by the Surgeon-General to the standards 
of the American Medical Association was later deleted. This 
deletion from the regulations removed the only possible limi- 
tation on the right of all qualified physicians and surgeons 
to participate in this program. In a letter dated April 8, 1949, 
the Surgeon-General stated that there was nothing in the 
regulations or policies governing the administration of the 
Hospital Survey and Construction Act which would prevent 
federal approval of hospital projects where the medical staff 
would be composed of doctors of medicine and doctors of 
osteopathy. 

By January, 1950, 1,019 construction projects had been 
approved for federal grants under the Hill-Burton Act, with 
139 completed. Among the projects approved were two for 
expansion of osteopathic hospitals. A federal grant of 
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approximately $250,000 was approved for the $750,000 expan- 
sion program of the osteopathic hospital located at Kirksville, 
Missouri. A federal grant was also approved for the Osteo- 
pathic Hospital of Rhode Island, located at Cranston, Rhode 
Island. Other osteopathic applications have since been sub- 
mitted for approval. Since no provisions of the federal law 
and regulations restrict the osteopathic profession in its 
participation under this program, and furthermore since 
section 635, Public Law 725, 79th Congress, provides for 
the state control of the operations of the program as follows: 

Except as otherwise specifically provided, nothing in this title 
shall be construed as conferring on any federal officer or employee 
the right to exercise any supervision or control over the administra- 
tion, personnel, maintenance, or operation of any hospital with respect 
to which any funds have been or may be expended under this title. 
the right of osteopathic physicians to use the facilities of 
hospitals constructed with federal and state funds is deter- 
mined at the state, county, or municipal level: 


B. State Laws Relating to Tax-Supported Hospitals. — 
1. State Hospital Licensing Laws: 


Prior to the passage of the Hospital Survey and Con- 
struction Act, on August 13, 1946, only eleven states had 
enforceable minimum standards for hospital maintenance and 
operation. Section 623 (d), Public Law 725 requires each 
state to enact legislation establishing minimum standards of 
maintenance and operation for hospitals receiving federal 
aid under the act. All states without a hospital licensing law 
at the time of the passage of the Hill-Burton Act subse- 
quently enacted legislation establishing minimum standards of 
maintenance and operation for hospitals receiving federal aid. 
Of these state laws enacted since 1946, eleven apply only to 
hospitals constructed under the provisions of the Hill-Burton 
Act. The remaining states adopted comprehensive licensing 
laws covering all types of hospitals. These state hospital 
licensing laws, in most instances, have been drafted in general 
terms and authority has been given to the agency responsible 
for the administration of the law to make necessary rules 
and regulations. In general, the rules and regulations pro- 
mulgated by the administrative agency have not been dis- 
criminatory nor have they acted to restrict the right of 
osteopathic physicians to use the facilities of tax-supported 
hospitals. 


2. District Hospital Laws: 


Several states authorize the formation of hospital districts 
and the establishment of district hospitals. The law provid- 
ing for the establishment and operation of district hospitals 
is similar to county hospital laws which will be subsequently 
discussed. The provisions of the district hospital laws of some 
states upon analysis have been found to be discriminatory. 


Provisions may be inserted in the district hospital law 
to insure for all qualified physicians and surgeons their right 
to use the facilities of tax-supported district hospitals. The 
most recent development of interest to the osteopathic pro- 
fession in this direction was the passage of Assembly Bill 
2362 at the 1949 session of the California legislature. This act, 
Chapter 919, Laws of 1949, approved July 15, 1949, provides 
for the administration and operation of district hospitals in a 
non-discriminatory manner. The act makes facilities of dis- 
trict hospitals equally available to doctors of medicine and 
doctors of osteopathy, as it provides in section 32128 that: 

No duly licensed physician and surgeon shall be excluded from 

staff membership solely because he be licensed by one or the other 
of the boards mentioned in section 2005 of the Business and Profes- 
sions Code. 
Section 2005, referred to above, defines “board” to include 
the Board of Medical Examiners and the Board of Osteo- 
pathic Examiners. Although there are separate examining 
boards in California, the’ physician and surgeon's license 
issued to both doctors of osteopathy and doctors of medicine 
by the respective boards is identical. 

3. County Hospital Laws: 

The county hospital laws enacted by the state legislatures 
authorize counties to establish, operate, and maintain county 
hospitals. These laws generally provide for a bond issue to 
be voted upon by the electorate whereby the issuance of 
bonds and the raising of the tax rate are approved. Such 
laws provide for the administration of the county hospital 
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by a board of trustees who are initially appointed and subse- 
quently elected to office. This board is then responsible for 
the administration and operation of the hospital. It is a 
usually accepted rule of law that in the absence of any 
provision preventing discrimination or stating specifically 
who may and who may not practice in a hospital, the board of 
trustees of such institution may enact such rules and regu- 
lations governing the use of the hospital as they deem 
appropriate. In some states the following nondiscrimination 
clause has been written into the law with the intention of 
eliminating discrimination in the management of public hos- 
pitals: 

Practitioners, no discrimination ageines—petiont to have right to 
employ, etc.—In the management of such public hospital no discrimina- 
tion shall be made against practitioners of any school of medicine 
recognized by the laws of Missouri, and all such legal practitioners 
shall have equal privileges in treating patients in said hospital. The 
patient shall have the absolute right to employ at his or her own 
expense his or her own physician, and when acting for any patient 
in such hospital, the physician employed by such patient shall have 
exclusive charge of the care and treatment of such patient, and nurses 
therein shall as to such patient be subject to the directions of such 
physician; subject always to such general rules and regulations as shall 
be established by the board of trustees under the provisions of this 
article. 

However, since most of the laws governing the establish- 
ment and operation of county hospitals do not contain specific 
provisions to control the administration of such hospitals, 
some of the governing boards in cooperation with the medical 
staffs, composed of doctors of medicine, have adopted such 
rules and regulations as would permit recognition and accep- 
tance by the Council on Medical Education and Hospitals of 
the American Medical Association and by the American 
College of Surgeons, thereby limiting the use of the facilities 
to doctors of medicine. 


Ill. CONCLUSION 


In the United States, the right of a patient to the services 
of the qualified physician of his choice should be recognized 
as a fundamental right. Efforts have been made to insure that 
no person is denied this right, but unfortunately, the rules 
and regulations controlling the operation and administration 
of most public hospitals have been discriminatory to the 
extent that patients of one group of qualified physicians and 
surgeons have been denied the services of their physician in 
such public hospitals solely because their physician possessed 
a degree of the healing art other than Doctor of Medicine. 
Public hospitals are established and operated with tax funds, 
paid by the people, including osteopathic physicians and sur- 
geons and their patients, and should be available to these 
people on the same basis as they are to doctors of medicine 
and their patients. There is no provision in the federal law 
or regulations promulgated under the Hill-Burton Hospital 
Survey and Construction Act which would deny osteopathic 
patients the services of the physician of their choice in a 
hospital constructed or enlarged with the aid of federal 
funds. The laws of most states providing for the establish- 
ment and operation of public hospitals also permit osteopathic 
physicians and their patients to use public hospital facilities, 
but in too many instances the governing boards of hospitals in 
the exercise of their discretion and while under the influence 
of the allopathic school of medicine have adopted rules and 
regulations which require the exclusion of patients of osteo- 
pathic physicians and surgeons. This exclusion from tax- 
supported hospitals has generally resulted from the operation 
of the hospital standardization program promoted by the 
American Medical Association and the American College of 
Surgeons. Hospitals desiring to participate in this standard- 
ization program must exclude doctors of osteopathy to secure 
recognition as a “registered” or “approved” hospital. These 
rules and regulations have acted to bar a class of patients 
from exercising their right to use the facilities of public 
hospitals because they prefer the services of a qualified 
osteopathic physician and surgeon. Without question, reason- 
able rules and regulations must be promulgated to govern the 
use of public hospital facilities, but any rules which deny the 
facilities of a hospital to a qualified physician and his patients 
solely because of the physician's professional degree are with- 
out valid reason or justification. As patients of doctors of 
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medicine do not wish to be limited in their choice of a 
physician to one doctor of medicine, patients of osteopathic 
physicians do not desire to be limited in their selection of a 
physician. Every citizen must guard his right and that of his 
neighbor to the unfettered choice of physician. Minority 
interests and rights as well as those of the majority are pro- 
tected in a democracy, and each citizen should consider the 
preservation of the right of selection of his physician as one 
of his individual responsibilities. 


MODEL LAW FOR HOSPITALIZATION 
OF THE MENTALLY ILL 


Federal Security Administrator Oscar R. Ewing sai 
September 5 that he was sending to all State Govern 
copies of a suggested model law covering procedures 
hospitalizing persons who are mentally ill. He said the | 
law, designed to protect the rights and health of mental 
patients, was prepared in the FSA on the recommendati: 
the National Advisory Mental Health Council. He 
tribute to the Council for their cooperation and expr: ; 
the belief that the new draft law would be of substsiti 
assistance to State legislatures considering revision of exi 
laws in this field. 


In a letter to the Governors, Mr. Ewing said, 
essence of the law, I believe, is in its assurance to persons \ 
are mentally ill of: first, maximum opportunity for pro: 
medical care; second, protection against emotionally har 
or degrading treatment; and third, protection against wrongful 
confinement and deprivation of rights.” 


The high priority of interest accorded by the Governors 
to improving arrangements for the care of the mentally ill, 
including the specific problem of hospitalization procedures, 
was shown in both the 1949 and 1950 Governors’ Conferences, 
Mr. Ewing said. He explained that the model law embodies 
the basic principles suggested in the report on mental health 
programs of the forty-eight States made to the 1950 Governors’ 
Conference by the Council of State Governments. In addition 
to State officials, many lawyers, judges, psychiatrists and 
others concerned with the problems of caring for mentally 
ill patients have expressed a need for a model law for hos- 
pitalization procedures based on accepted concepts of sound 
legal and medical procedure, Mr. Ewing said. 


The draft law was prepared under the direction of Dr. 
Robert H. Felix, Director of the National Institute of Mental 
Health, Public Health Service, and Alanson W. Willcox, 
General Counsel of the Federal Security Agency. The FSA 
staff worked in consultation with the National Advisory 
Mental Health Council, advisers on mental health problems 
to the Surgeon General; with a number of other non-Govern- 
ment legal and psychiatric authorities; and with Dr. Winfred 
Overholser, Superintendent of Saint Elizabeths Hospital, 
Federal Security Agency. 


Mr. Ewing explained some of the main features of the 
new law: 


“Although some States have hospitalization laws which 
are both medically and legally sound, State officials and other 
interested persons have recognized that there is often too 
little in the statutes by way of assistance or protection of 
the mentally ill. 

“Like the pneumonia or tuberculosis patient, the person 
suffering from a psychiatric disease needs ready access to 
medical treatment. Yet days and even weeks of formalities 
must sometimes be undergone before a disturbed patient can 
gain admission to a mental hospital. Furthermore, under 
many existing laws, the mentally ill patient can be subjected 
to public airing of his case during ‘trial’ before a jury or in 
open court. He may be confined in jail while awaiting hos- 
pitalization, thereby delaying his recovery and adding to the 
anguish of his family. Some laws fail to recognize that 
detention does not have the same role in regard to the mentally 
ill as it does in respect to those who violate criminal laws. In 
mental illness, detention should be considered principal! as 
an aid to treatment, although it is sometimes also neces -ary 
for the protection of the public. 
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“The model law provides for hospitalization through both 
yoluntary and involuntary procedures; for post-admission ex- 
aminations; release and discharge of improved or recovered 
patients, and protection of civil and personal rights. 


“Although voluntary admission is considered preferable, 
there are many cases in which the individual refuses treatment 
or |. incapable of making the decision to seek medical care. 
Un or the model law, only a court order, issued after a 
hea: ng, can compel involuntary hospitalization for an inde- 
terr nate period. However, the law provides for admission 
on v-edical certification and for emergency admission, subject 
to ; ompt release upon request unless formal proceedings are 
inst tuted. 

When court procedures are involved, the law requires 
that these be carried out in a manner that will not be injurious 
to t!e proposed patient. Medical examinations ordered by the 
cour! must be ‘held at a hospital or other medical facility, 
at the home of the proposed patient or at any other suitable 
place not likely to have a harmful effect on his health.’ Court 
hearings must be ‘conducted in as informal a manner as may 
be consistent with orderly procedure and in a physical setting 
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not likely to have a harmful effect on the mental health of 
the proposed patient.’ The presence of the proposed patient 
cannot be compelled, although he must be represented by 
counsel. 

“Only in extreme emergencies may a patient be detained 
in jail while awaiting transportation to the hospital. In 
contrast to many existing laws which provide for transporta- 
tion by law enforcement officers, under the model law, health 
authorities have primary responsibility for getting patients 
to the hospital. 

“Once the patient is in the hospital, voluntarily or involun- 
tarily, the law continues to safeguard his rights through its 
provisions for prompt medical and psychiatric examination, 
for judicial review of the hospitalization order upon request, 
and for conditional release or full discharge as soon as 
possible. Mechanical restraints may not be used unless ‘re- 


quired by the medical needs of the patient’ and upon specific 
order of the superintendent of the hospital or his designee.” 

Copies of the model law may be obtained from the FSA 
Press Service or the National Institute of Mental Health, 
Public Health Service, Bethesda 14, Maryland. 


- 
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DOCTOR DRAFT 


The Doctor Draft Law, Public Law 779, approved Sep- 
tember 9, 1950, amends the Selective Service Act to expressly 
authorize special registration and special call of M.D.’s, 
dentists, veterinarians, pharmacists, optometrists, and D.O.’s, 
up to age 51. 

All categories mentioned are eligible under other statutes 
for commission and use in their professional capacities. The 
legislative history of the doctor draft amendment clearly 
indicates that persons drafted thereunder will be offered com- 
missions. 

The amendment is aimed primarily at M.D.’s and dentists 
who received their professional training at federal govern- 
ment expense as ASTP’s or V-12’s but had little or no 
military service. 

The amendment drafts no one unless he belongs to a 
category in respect to which the President orders a special 
registration and a special call, and then only if he is not 
deferred for “maintenance of the national health, safety, or 
interest.” 

Unless the President so acts, persons in a category men- 
tioned in the amendment will be subject only to the general 
provisions of the Selective Service Act under which only per- 
sons 19 to 20 who are not deferred may be inducted. 

Another provision of the amendment declares it is the 
sense of Congress that preosteopathic students be deferred 
annually in numbers at least equal to present levels. -This 
will necessitate a revision of the preprofessional quota for- 
mula in Selective Service Local Board Memorandum #7, 
which deals with procedures for deferment of preprofessional 
and professional students of osteopathy. 


MIDCENTURY WHITE HOUSE CONFERENCE ON 
CHILDREN AND YOUTH 


President Truman has invited representatives of the Ameri- 
can Osteopathic Association, American College of Osteopathic 
Surgeons, and the American Osteopathic Hospital Association 
to attend the Midcentury White House Conference on Children 
and Youth to be held in Washington December 3 to 7, 1950. 

This is the fifth decennial White House Conference on 
children. The first in 1909 grew out of the crusading spirit 
of the era and related itself to the importance of preserving 
and strengthening home life for children. The second was 
concerned with crystalizing opinion and standards for legisla- 
tive and administrative action. It formulated the first body of 
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child health and welfare standards and accelerated the demand 
for Federal legislation in relation to the protection of mater- 
nity and infancy. The third White House Conference produced 
the most comprehensive study made until then of the needs 
of children, highlighted the standards of child care required, 
and provided new insights into juvenile delinquency. The 1940 
conference highlighted the importance of the child in a de- 
mocracy and concerned itself with how a democracy could 
best serve its children, and the corollary, how children could 
best be helped to grow into the kind of citizens who will 
know how to preserve and how to protect democracy. 

The purpose of the 1950 Conference is to “consider how 
we can develop in children and youth the mental, emotional, 
and spiritual qualities essential to individual happiness and 
responsible citizenship, and what physical, economic, and social 
conditions are deemed necessary to this development.” 

The Conference will consider : 


1. Facts established by the sciences that contribute to the 
knowledge of child growth and development 

2. Programs and practices affecting children and youth 
in fields such as education, health, welfare, recreation, employ- 
ment, and religion 


3. Conditions, problems, and accomplishments relating to 
children and youth in the United States 

4. Methods and plans for post-Conference follow-up work. 

The American Osteopathic Association, American College 
of Osteopathic Surgeons, and the American Osteopathic Hos- 
pital Association accepted memberships, tendered by Federal 
Security Administrator Ewing, Chairman of the Conference, 
on the Advisory Council on Participation of National Organi- 
zations in the Conference. The Advisory Council met in 
Washington on May 25 and 26, 1950, and will meet again 
October 19 and 20, 1950. 


SOCIAL SECURITY ACT AMENDMENTS OF 1950 


The Social Security Act Amendments of 1950, Public 
Law 734, approved August 28, 1950, added to section 1101 
of the Social Security Act a definition of the terms “physi- 
cian,” “medical care,” and “hospitalization.” These terms 
are defined to include osteopathic practitioners and the services 
of osteopathic practitioners and hospitals within the scope 
of their practice as defined by state law. 


For purposes of legislative history, the report by the 
Senate Finance Committee (S. Report 1669, May 17, 1950) 
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states: “The effect of this definition is to leave the states 
free to utilize the services of the osteopathic profession and 
its institutions in like manner as they may use the services 
of doctors of medicine and medical hospitals without fear 
of being denied approval of their State plans for services 
under the various titles of the Social Security Act.” 


OTHER MAJOR PROVISIONS OF THE NEW LAW 


Public Assistance —Establishes a program of federal 
grants-in-aid for a fourth category of public assistance 
aid to the needy permanently and totally disabled (Title 
XIV). The other three categories of public assistance are 
needy aged (Title I), needy dependent children (Title IV), 
and needy blind (Title X). 


In connection with the four categories of public as- 
sistance, authorizes the states to make direct payments to 
doctors or others furnishing medical care or other remedial 
care as authorized under State law. Under the old law the 
federal government did not participate in the cost of medical 
care unless payment for such care was made to the recipient. 


MCH and Services for Crippled Children—Increases the 
authorization for federal grants for maternal and child health 
services (Part 1 of Title V) from $11 million per year in 
existing law to $16.5 million ($15 million in the present fiscal 
year). 
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Increases the authorization for federal grants for services 
for crippled children (Part 2 of Title V) from the $7% 
million per year in existing law to $15 million ($12 million 
in the current fiscal year). 


Old-Age and Survivors Insurance-——Extends compulsory 
coverage under old-age and survivors insurance (Title II) 
to about four and three-quarter million self-employed persons 
but exempts osteopathic and certain other professions. 


Contains the following provisions for voluntary coverage 
of employees of nonprofit organizations: 1. If the employer 
does not agree to pay his share of the contribution, the 
employees cannot be covered. 2. Even if the employer ay :ces 
to pay his share, none of the employees can be covered w: |ess 
two thirds of them accept coverage. 3. If two thirds or : \ore 
of the employees accept coverage, those employees wh do 
so, plus any employees hired in the future, will be cov: ved. 
4. Coverage must be for an initial period of at least 8 4. ars, 
and in addition 2 years’ advance notice must be given he ‘ore 
coverage can be terminated. Thus the minimum perio of 
coverage is 10 years. . 

Effective date for the new coverage will be Janua:» 1, 
1951. 

The taxable wage base, i.e., the limit on total ar iual 


earnings on which benefits are computed and contribu: ons 
paid, is increased from $3000 to $3600. 


The outcome of two world wars has been decided by 
the weight of American industrial production in support of a 
determined fighting force. 

In any future war, it is probable than an enemy would 
attempt at the outset to destroy or cripple the production 
capacity fof the United States and to carry direct attack 
against civilian communities to disrupt support of the war 
effort. 

This assumption constitutes the basic reasoning behind 
the necessity for civil defense. An enemy could not attack 
all urban areas throughout the United States, but he could 
attack any community in the United States. 


Attacks would be planned against points which would 
cause greatest strategic damage. 

The probability that certain areas are more likely to be 
attacked than others does not reduce the responsibility of 
the communities less likely to be attacked to organize for 
civil defense. It does serve to indicate how they -should 
organize. 

The considerations which determine profitable targets are 
understood by potential enemies as well as our own planners. 
Such considerations include total population, density of popula- 
tion, concentration of important industries, location of com- 
munication and transportation centers, location of critical 
military facilities, and location of civil governments. 


Weighing such considerations, the Federal Government 
has decided what areas in the United States are more likely to 
be attacked than others, not as a firm prediction but as a 
sound basis for nation-wide civil defense planning. 

These areas are designated “critical target areas.” They 
are being indicated to the Governors of all States for their 
guidance in the exercise of their civil-defense responsibilities. 
Accompanying this information will be appropriate advice on 
civil defense measures. Revisions may be necessary from 


time to time, and future federal assistance in planning and 
operational support will be provided. 


APPLICATION OF CIVIL DEFENSE PLANNING 


No city or metropolitan area can be expected to pri vide 
completely for its own _ self-protection or recovery after 
attack. In fact, such provisions are unnecessary and are less 
practicable in actual operation than a properly organized 
svstem of intercommunity assistance (mutual aid) and siate- 
directed sunport (mobile support) in which the existing re- 
sources of the state mobilize for the common protection. 


In view of these considerations, the state-supervised plan 
for civil defense should aim to: 


1. Organize critical target areas to meet emergency condi- 
tions anticipated under an atomic bomb attack. This type of 
organization would include all existing elements of local civil 
government and facilities, protective services not included in 
peacetime civil organization, and mutual aid. 


2. Organize mobile support in the support areas, which 
are of equal importance to critical target areas. 


The services should be organized on a basis of specialized 
units, with provision for a high degree of mobility. To be 
effective, these specialized units must have (1) ability to 
assemble rapidly, (2) provision for rapid transportation, (3) 
provision for effective means of communication, and (4) 
provision for operational self-sufficiency. 


In order to achieve a balanced organization of the various 
services, the State civil-defense agency must supervise the 
organization and development of all such units in support areas. 


Mobility of unit organization in the support areas will 
give the communities in which they are formed an effective 
means of self-protection in the event of direct enemy attack, 
and at the same time will provide emergency protection on a 
state-wide basis. 


All communities should anticipate the possibility of some 
form of attack, as well as the possibility of their being called 
upon to receive evacuees from other areas.—United States 
Civil Defense, Issued by National Security Resources Board. 
U. S. Government Printing Office, Washington, 1950. 
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INTERNAL DERANGEMENT OF THE TALOFIBULAR 
COMPONENT OF THE ANKLE 


A mass of hyalinized connective tissue which has become 
impinged between the fibula and the talus may cause persistent 
pain and swelling over the fibular aspect of the ankle following 
an inversion sprain, according to Irving Wolin, M.D., and 
others, who advocate surgical removal of the extraneous tissue 
in Surgery, Gynecology, and Obstetrics for August, 1950. 


If clinical symptoms continue after conservative treatment 
through immobilization, adhesive strapping, elastic support, 
shoe correction, and physical therapy, when ligamentous in- 
stability has not been demonstrated, Wolin and his associates 
explain the cause as a pinching of tissue mass within the 
talofibular articulation and have found at surgery a “mass of 
hyalinized. connective tissue arising from the anteroinferior 
portion of the talofibular joint capsule and extending into the 
joint.” 

Nine cases are reported, three of which demonstrated 
pain and swelling due to “repeated pinching of an adventitious 
tissue mass between the lateral border of the talus and the 
articular surface of the fibula”; two represented an anomaly 
of the talofibular joint together with a bony ossicle, the former 
aspect causing the clinical symptoms; one illustrated “relative 
innocuousness of the ectopic island of ossification when it 
does not impinge within the joint,” since the x-ray examination 
demonstrated a para-articular ossification in the tibial col- 
lateral ligament but the patient’s complaints led the clinician 
to suspect a tissue mass in the fibular compartment of the 
joint, which was proved at surgery. In these six cases the 
symptoms disappeared completely and healing was satisfactory. 
The last three cases were recent; end results are not yet 
apparent. 


Observations of these nine cases would seem to indicate 
that an inversion twist of the ankle involving the anterior 
talofibular and calcaneofibular ligaments so that there is hemor- 
rhage into the joint causes a traumatic synovitis with synovial 
thickening and exudation, which usually are completely 
absorbed during the process of healing, but which occasionally 
may persist within the joint, hyalinizing, and molding accord- 
ing to the pressure of the articulating bones, and, if pinched 
repeatedly, causing recurrent and chronic pain and swelling. 


A prophylactic measure advocated when a severe inversion 
sprain of the ankle has occurred is the use of cast immobiliza- 
tion for 6 weeks to assist the repair of the ruptured fibular 
collateral ligament. The time can be cut to 3 weeks, if the 
sprain has occurred without ligamentous rupture or avulsion. 
If there has been no sprain but the symptoms described are 
chronic, instability of the talus and osteochondritis should 
be ruled out. Conservative measures are often successful. If 
the condition persists, Wolin and his associates “place a slightly 
curved vertical incision with anterior convexity, 1% inch in 
length, just anterior to the distal end of the fibula. The 
anterior talofibular ligament and the synovial lining are incised 
in the same line. The inferior aspect of the talofibular articu- 
lation is exposed by a retractor placed deeply just below the 
tip of the fibula. If the ankle is then alternately inverted and 
everted, the tissue which is interposed between the fibula and 
talus is readily demonstrable.” 


TREATMENT OF MULTIPLE SCLEROSIS 


In his review of drug therapy in the Journal of the 
American Medical Association, August 5, 1950, George A. 
Schumacher, M.D., states that the outlook for any cure of 
multiple sclerosis is not hopeful and the outlook for sympto- 
matic relief is not so good as recent numerous claims might 
lea one to believe. Effects have been .called favorable 
although unsubstantiated with precise scientific data or docu- 
mentary statistics. The etiology and pathogenesis of the 


disease are still being disputed. No acceptable rationale for 
therapy can yet be propounded. 

Schumacher quotes Putnam’s statement on the main goals 
of therapy as the avoidance of injuries and infections, the 
avoidance of pregnancy, a change to a warmer climate, an 
attempt to modify the allergic state, the- prevention of occur- 
rence of thromboses, improvement of Blood supply and nu- 
trition to the lesions already formed, rehabilitation of the 
patient by re-education and exercise, and the use of drugs for 
symptomatic aid, especially drugs which help to overcome 
muscle spasm, those which diminish pain, and those which 
promote bladder function. Apparently, drug therapy, although 
usually categorized as (1) those drugs which are intended 
to prevent the development of lesions in the nervous system, 
and (2) those drugs which modify the resulting dysfunctions, 
is aimed also to accomplish several of these goals of therapy 
described by Putnam. Schumacher says, “It is to be empha- 
sized that no category of therapeutic agents has been reported 
or even suggested as capable of healing the primary lesion 
of multiple sclerosis itself, whether acute and potentially 
reversible or chronic and presumably irreversible.” 


Claims by Horton and his associates for improvement 
through the use of histamine were based on a theory of 
pathogenesis attributing the disease to vascular disorder of 
the nervous system with secondary changes in nervous and 
interstitial tissues. Histamine was used as a_ vasodilator 
rather than a desensitizer. Criteria for improvement were 
implied in a general fashion. Recently histamine has been 
administered to better advantage through iontophoresis. Re- 
ports sound optimistic but actually contain no defined and 
adequate criteria, no use of controls, and only patients’ gen- 
eralized estimates of improvement. Other vasodilators which 
have been used with varying success have been papaverine 
and amyl nitrite. Franklin and Brickner in 1947 postulated 
that the central nervous system lesions are caused by vaso- 
spasms and reduced blood supply, a theory which is supported 
clinically by the fluctuations and reversibility of the symptoms. 
The results of therapy with vasodilators in several combina- 
tions have not been satisfactory. Sympatholytic and adreno- 
lytic compounds, such as tetraethylammonium chloride and 
benzazoline hydrochloride, have not been reported to produce 
lasting benefits. Sympathectomy has not shown positive results. 
The justification of the use of vasodilators is still on a purely 
theoretical basis. 


An abnormal clotting mechanism with associated venular 
thrombosis has been postulated as the pathogenesis of the 
plaques in the lesions in multiple sclerosis. Anticoagulants 
therefore have been used, but with inconclusive results. 
Schumacher says support for the theory is indirect. Local 
predisposing factors in the vein walls which initiate intra- 
venous clotting have not been demonstrated. Other workers 
believe that the occasional presence of venular thrombosis 
means only that it is an effect of the primary lesion rather 
than a cause of it. 


Another possible source of the central nervous system 
lesions proposed is “vasoparalytic vascular phenomena which 
lead to stasis and thrombosis of small cerebral veins and 
capillaries,” based solely on evidence in microscopic histologic 
sections. Therapy based on this concept, designed to elevate 
blood pressure and stimulate circulation to counteract vaso- 
paralytic phenomena, consisted of ephedrine, caffeine, alcohol, 
and adrenocortical substances. The recommendation of this 
therapy was enthusiastic, but primary effects were not meas- 
ured, criteria of benefits were not given, nor were any statistics 
included in the report. 


Vitamins have been used to treat patients with multiple 
sclerosis since as early as 1931. Thiamine hydrochloride, 
nicotinic acid, the combination of the two, vitamin E, and 


most recently vitamin By have been utilized. Putnam's state- 


ment seems most pertinent, in the face of subjective improve- 
ment but no important changes in objective neurologic signs. 
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He says, “It is well known that recovery from traumatic 
lesions of the cord are dependent on a good general state of 
nutrition and absence of infection. This is also true of other 
lesions of the nervous system. The most sensitive tissue of 
the body, which responds to minute physical and chemical 
stimuli and can function only within a small range of oxygen 
supply, available glucose and specific enzyme systems, is also 
dependent on approximately normal nutrition for growth and 
repair.” 

Schumacher reviews the use of drugs aimed at modifying 
allergic states, the most important of which is histamine. Con- 
temporary judgment seems to be that the premises for 
desensitizing “allergic” lesions are false; in any case, reports 
of the effects of diphenhydramine, tripelennamine, and anta- 
zoline hydrochloride have no statistical validity. 

The use of such miscellaneous agents as cytochrome C, 
trypan red, or vaccines has not been promising. 

Among the drugs used for symptomatic relief have been 
quinine, neostigmine, curare, and mephenesin. Quinine is no 
longer considered effective against spasticity. The use of 
neostigmine was advocated on the theory that muscle hyper- 
tonus and proprioceptive reflex hyperirritability can be con- 
sidered release phenomena resulting from the removal of 
inhibition for the anterior horn cells due to synaptic dis- 
organization. Reported benefits from neostigmine and intensive 
muscle re-education are relaxation of spasticity, facilitation of 
voluntary innervation, decrease in intention tremor, improved 
coordination, decreased fatigability, and improvement in con- 
trol of urination. Neurologic signs were unaffected and re- 
missions were not produced. Kabat, who treated 29 patients 
with 2 to 3 mg. of neostigmine parenterally and 15 to 30 mg. 
orally three times a day as well as with physical therapy, 
stated that the aforementioned improvement was noticeable 
in most patients after a few months but that many months 
and even years would be necessary for rehabilitation. In 
general, however, other investigators think the favorable 
results are caused by intensive muscle reeducation and not 
the drug. Subsequent carefully controlled experiments have 
ruled out the probability that neostigmine in spastic states was 
responsible for the beneficial results reported by Kabat. 

Curare is said to provide a partial block of motor impulses 
at the myoneural junction, which relaxes muscles without 
affecting the voluntary ability to contract. The amount of 
curare needed to produce this state may result in respiratory 
or deglutitory paralysis. Before curare can be used, the 
mode of action at the myoneural junction must be clarified, 
the effects on the central and peripheral nervous systems must 
be elucidated, the relationship of curare to the anticholines- 
terases must be determined, and a method should be devised 
to assay blood levels. 

Mephenesin is claimed to affect cerebral, brain stem, and 
cord mechanisms. Oral administration is useless, but a rapid 
intravenous injection maintaining high levels could sustain 
a reaction for a transient and brief period. Mephesin is useful, 
according to Schlesinger, only intravenously to judge the 
degree of contracture and to relax muscles over a brief period 
to facilitate pelvic examinations and operations. 

Although various agents have been tried with contra- 
dictory reports to improve bladder control, to counteract the 
formation of bladder stones, to control spasmodic laughter 
and weeping, to improve disorders in gait, and to affect 
different miscellaneous symptoms, Schumacher concludes that 
it would appear dubious that drugs can materially affect 
bladder dysfunction caused by lesions of the central nervous 
system or the changes in mood attributable to multiple sclerosis. 


SEVERE, SPORADIC VIRUS PNEUMONIAS 


Differential diagnostic problems and problems of therapy, 
based on a study of seven patients in a 3-year period are 
discussed by Hobart A. Reimann, M.D., in the Journal of the 
American Medical Association, September 9, 1950. Reimann 
points out: “While all 7 cases have enough features in com- 
mon to suggest a nosographic entity, different circumstances 
in each gave rise to Jifferent diagnostic problems.” 
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These common features included mild onset, mainly con- 
stitutional symptoms, duration of symptoms from 10 to 32 
days, cough, headache, profuse sweating, delayed signs of 
pneumonia, conjunctival and pharyngeal injection, and _ in- 
creased sedimentation rate. 


Features present in some but not all patients were preva- 
lent mononuclear cells in the pharyngeal exudate, bradycar ia, 
cold agglutination, and normal leukocyte count early in the 
course of the disease. 


These symptoms are indicative not only of virus pnou- 
monia but also of psittacosis, Q fever, influenza, occasion: |ly 
atypical pneumococcic pneumonia, and of the early stages of 
typhoid, . tuberculosis, and coccidioidomycosis, all of tiem 
diagnoses which were considered possibilities among th 7 
patients observed. Other conditions resembling virus p1-u- 
monia are histoplasmosis, erythema multiforme exudatiy: m, 
infectious mononucleosis, Loffler’s disease, tularemic and r!u- 
matic pneumonia, each of which can be differentiated as ‘he 
disease progresses and the characteristic features deve op. 
Tests assist the diagnosis, and epidemiological data contril: ite. 
Reimann says, “Perhaps in the cases reported herein ur jue 
stress was placed on the consideration of uncommon dise: ses 
in differential diagnosis, yet severe sporadic virus pneum iia 
is not a common disease either and often mimics the ent’ ies 
listed.” Too often exclusion is the means by which \:rus 
pneumonia is diagnosed. 


Among the problems posed in therapy are the nece--ity 
for and the infrequency of prompt diagnosis so that adeq te 
therapy can be instituted during the early phase of the is- 
ease; the advisability of supplementing therapy with penic ‘lin 
or sulfadiazine if coccic pneumonia is combined with the 
virus type, therapy to be discontinued if good effects !ave 
not been obtained after 48 to 72 hours; and the necessity to 
differentiate so that specific treatment by the proper antib:otic 
can be used. 


CONGENITAL METATARSUS VARUS 


A “third of a club foot” is the way J. Hiram Kite, M.D., 
describes congenital metatarsus varus in a recent article in 
The Journal of Bone and Joint Surgery, July, 1950. A‘ter 
studying 300 cases, Kite reports that this deformity has heen 
occurring with increasing frequency during the last few years. 
Frequently overlooked at birth, the adduction and inversion 
deformity of the fore part of the foot becomes more pro- 
nounced during the first few months of life, with little 
tendency toward spontaneous recovery. 


Kite divides congenital metatarsus varus into two groups: 
the more severe cases showing a strong hereditary tendency 
and associated congenital deformities, and the less severe 
cases showing no hereditary tendency or allied deformities. 
The size of the first group is relatively small and more or 
less constant. The deformity is marked by a fixed valgus 
of the heel and operative treatment is required in most cases. 
There is usually some recurrence of the deformity after cor- 
rection and sometimes a second operation is necessary. The 
deformity of this more severely affected group is usually 
designated by the term “metatarsus adductus.” The second 
group, with the condition called “metatarsus varus,” is much 
larger. In these cases there is no fixed valgus of the heel 
and the deformity yields readily to treatment. After treatment 
there is little tendency to recur. All of the cases stucied 
belong to this latter group. 


Adduction and inversion of the fore part of the foot is 
the most characteristic finding in cases of metatarsus varus. 
The arch is higher than normal and the more advanced cxses 
have a prominence on the lateral border of the foot. The 
heel is nearly in the mid-line, making it almost impossible 
to tell whether the heel is in a varus or valgus position. It 
is not in a fixed valgus position, however. Roentgenographic 
studies have revealed varying degrees of adduction of the ‘ore 
part of the foot and usually valgus deformity of the veel. 
Pathologically, metatarsus varus is marked by congerutal 
muscle imbalance. Although most congenital deformities are 
fully developed at birth, in only 94 of the 300 cases stu lied 
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was metatarsus varus recognized at birth. The average age 
at hich the deformity was recognized in the remaining cases 
was 28 months. Like the deformities following poliomyelitis, 
the Jeformity increases with the lapse of time. 


Kite lists six criteria necessary to establish the diagnosis 
of netatarsus varus. Functionally, the foot is always pulled 
in od up by the anterior tibial muscle. Structurally, there is 
adiction and inversion of the fore part of the foot, a higher 
lon itudinal arch than normal, a prominence on the lateral 
bor er of the foot, greater rigidity of the foot, and, finally, 
an inability to abduct the foot past the mid-line. Other 
me! tarsus varus-like deformities should not be confused with 
con_enital metatarsus varus. Among these are recurrent club 
foc’. spina bifida, arthrogryposis multiplex congenita, Fried- 
rei's ataxia, and metatarsus adductus. The etiology of 
me! tarsus varus is unknown. 


Treatment varies with the severity of the deformity. Of 
the 300 cases studied, 77 cases were so mild that casts were 
not needed for correction. Mothers were instructed to stretch 
the feet of infants and to provide children old, enough for 
har! soles with “swung-out” shoes. The remaining cases were 
treaied with casts and wedgings similar to those used for 
the correction of adduction of the fore part of the clubfoot, 
with special care being taken not to turn the heel into a 
valgus position. Under this treatment new casts are usually 
applied each week until the baby is 3 months old. After that 
the fore part of the foot may be wedged in abduction. In 
the average case the adduction is corrected in about 4 weeks, 
and the foot is then held in a slightly overcorrected position 
for 3 or 4 weeks longer. Thereafter, normal shoes are worn. 


PNEUMOPERITONEUM VERSUS PNEUMOTHORAX 


“Pneumoperitoneum as a definitive procedure alone or, 
when necessary, in association with phrenicotripsy and anti- 
bacterial therapy is a method of great value in the treatment 
of pulmonary tuberculosis of any stage of development,” say 
James S. Edlin, M.D., and Sydney Bassin, M.D., in the 
New York State Journal of Medicine, August 15, 1950, a con- 
clusion based on the results of treatment in 392 cases, which 
they plan to follow over the years in order to present long- 
term studies. 


In listing the advantages pneumoperitoneum carries over 
pneumothorax, they mention that it can be induced in almost 
every patient, while pneumothorax is often impossible to 
initiate because of symphysis of the pleura. Pneumoperitoneum 
can be reinduced easily, as pneumothorax cannot. Edlin and 
Bassin say, too, that the procedure is reversible with no adverse 
effects on the lung or pleura. Complications are not serious 
and occur infrequently. Pneumoperitoneum can be applied 
no matter how far advanced the disease is, and almost all 
patients can take a trial course without harm; in patients 
far advanced in the disease, pneumothorax, especially bilateral, 
cannot be attempted without the probability of dangerous re- 
sults. The status of the disease process is easily evaluated 
by x-ray at any time during pneumoperitoneum, which is not 
true of the collapsed lung of pneumothorax. In endobronchial 
disease pneumoperitoneum improves bronchial drainage and, 
together with antibacterial therapy, provides a superior ap- 
proach to the control of the disease process. Pneumothorax 
in this condition is definitely contraindicated. Whatever the 
Position of the cavity in the lung field, pneumoperitoneum 
relaxes the tissues and decreases pulmonary volume over the 
entire lung, unless there is marked thickening of the pleura, 
extensive pulmonary fibrosis, or bullous emphysema, conditions 
which also prohibit pneumothorax. Extreme apical cavitation, 
which is usually adherent, and basal cavitation, both often 
unresponsive to pneumothorax, can be treated with favorable 
results by pneumoperitoneum. 


As Edlin and Bassin put it, “Many a patient completes 
a successful course of pneumothorax therapy with a thickened 
pleura, a contracted lung, a retracted mediastinum, or ali 
three. He has arrested his disease process, but he has become 
a pulmonary invalid with lowered pulmonary function greater 
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than that produced by the disease alone.” The satisfactory 
treatment is simple to apply, reversible, with a wide range 
of applicability, and minimal complications and hazards. They 
believe pneumoperitoneum is the one method of mechanical 
therapy encompassing these criteria. They say, “It is important 
to realize that pneumoperitoneum achieves its effect by relaxa- 
tion of the normal intrapleural pull without affecting the 
intrapleural space itself in any permanent manner. The 
maintenance of the integrity of the intrapleural space is of 
paramount importance in the preservation of pulmonary func- 
tion during and at the end of therapy.” 


INTESTINAL LAVAGE IN THE POTASSIUM INTOXICATION 
OF LOWER NEPHRON NEPHROSIS 


Patients with acute temporary renal insufficiency charac- 
terized by lower nephron nephrosis are often drowned due to 
overenthusiastic therapy or die a cardiac death. 

M. H. Hicks, M.D., and others report a study of upper 
intestinal lavage as a means of clearing the blood of products 
of metabolism, generally excreted by the kidney, as demon- 
strated in three cases, in the American Journal of Medicine, 
July, 1950. 


A double lumen Miller-Abbett tube is passed through one 
nostril to from 2 to 5 feet beyond the pylorus and a Levine 
gastric-suction tube is passed through the other nostril until 
the tip enters the stomach. The following solution is then 
introduced through the Levine tube at a rate of as near 10 
liters of gram solution per 24 hours as possible: 


Sodium chloride 6.0 gm./L. 
Sodium bicarbonate 3.0 gm./L. 
Calcium chloride 0.1 gm./L. 
Magnesium chloride 0.1 gm./L. 
Glucose 20.0 gm./L. 


Wangensteen-type suction is applied to the evacuation lumen 
of the Miller-Abbott tube. 

Most of the lavage fluid is returned. In one case treated 
for four days 26.5 liters were recovered of a total of 28 
liters employed. As much as 49.5 gm. of urea have been 
removed in 24 hours. It is estimated that, with the patient 
at basal conditions and adequate glucose intake, the removal 
of 1 to 3 gm. of urea every 24 hours will afford a balance. 
As much as 4.1 gm. of potassium was removed in 24 hours, 
thus reversing severe cardiac manifestations of hyper- 
potassemia in one case. Hyperpotassemia is considered the 
greatest threat to individuals with acute renal insufficiency 
and frequent electrocardiograms and determinations of blood 
potassium levels should be made. 


This method is judged to be one of the simplest and 
safest means for reducing end-products of metabolism gen- 
erally excreted by the kidney in cases of temporary acute 
renal shut-down and is most effective. 

Morton Terry, B.A., D.O., M.Sc. (Ost.) 


CONGENITAL ANORECTAL STRICTURE 


Samuel S. Brown, M.D., and Austin H. Schoen, M.D., 
report in the Journal of Pediatrics for June, 1950, the exami- 
nation for congenital anorectal stricture of 100 consecutive 
infants in a well-baby clinic. On digital palpation, 39 per cent 
were found to have such lesions, yet less than one-quarter 
of these had any suggestive history. All the lesions except 
one disappeared spontaneously between 3 and 6 months of age. 

The authors recommend not treating children with ano- 
rectal stricture unless their symptoms demand it. The typical 
history is one of a child straining at stool, turning red or 
blue in the face, crying, and passing a soft or ribbon-like 
stool. Rectal examination reveals a resistance to the finger 
about 2 or 3 centimeters from the anus. Cases needing therapy 
are treated successfully with a single-stage dilatation using 
a liquid topical analgesia on flexible rubber dilators. Digital 
dilatation is decried. 


Arnotp Metnicx, A.B., M.A., D.O. 
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EXTENSIVE LABORATORY STUDIES OF A PATIENT WITH 
PHEOCHROMOCYTOMA BEFORE AND AFTER 
SUCCESSFUL OPERATION 


Pheochromocytomas which are tumors resulting from ab- 
normal proliferation of the mature, secreting cells of the 
endocrine portion of the adrenal medulla are discussed by 
Robert W. Wilkins, M.D., and others in the Archives of 
Internal Medicine, July, 1950. Hypertension, thyrotoxicosis, 
or diabetes mellitus are often misdiagnosed when this condition 
exists. 


The characteristic symptoms resemble experimental epi- 
nephrine intoxication—attacks of headache, palpitation, sweat- 
ing, pallor, coldness of the extremities, and nausea and 
vomiting, associated with paroxysmal hypertension. 


A case is reported which was studied in great detail 
before, during, and after surgical treatment. Diagnostic aids 
such as those precipitating hypertensive attacks (histamine, 
insulin, tetraethylammonium bromide, and methacholine chlor- 
ide) and those which cause hypotensive effects (piperidyl- 
methyl benzodioxane-933F, dihydroergokryptine-DHK135, and 
dibenamine hydrochloride) are discussed. Benzodioxane which 
has recently received the greatest publicity is reported by the 
authors to have failed to prove itself uniformly reliable or safe. 


Morton Terry, B.A., D.O., M.Sc. (Ost.) 


TOXICITY OF CARINAMIDE 


William P. Boger, M.D., and J. William Crosson, M.D., 
have performed extensive study of carinamide which, by 
suppressing renal excretion of penicillin,’ elevates the plasma 
concentrations of the latter from two to seven times. They 
report on 1,997 cases in the American Journal of Medicine, 
July, 1950. 


Nausea (12.1 per cent) and vomiting (5.5 per cent) were 
encountered most frequently but it is felt that this may be 
due in large measure to the mechanical factor of swallowing 
large numbers of tablets frequently. Other toxic symptoms 
had an incidence of less than 2 per cent. There is no evidence 
that carinamide interferes with nitrogen elimination nor that 
it permanently damages renal function. 


Since carinamide is wholly excreted by glomerular filtra- 
tion, dosage must be individualized in cases of renal pathology. 
The drug may cause positive tests with Benedict’s and Fehling’s 
solutions though no glucose is present in the urine. Average 
dosage is 1.5 to 4.0 gm. every 3 to 4 hours (the tablets are 
0.5 gm. and quite large). 


Morton Terry, B.A., D.O., M.Sc. (Ost.) 


EFFECTS OF PITUITARY ADRENOCORTICOTROPHIC HOR- 
MONE (ACTH) IN PANHYPOPITUITARISM OF 
LONG-STANDING AND IN MYXEDEMA 


After detailed investigation, laboratory and clinical, Abbie 
I. Knowlton, M.D., and others report their conclusions re- 
garding ACTH in the treatment of long-standing hypo- 
pituitarism and primary myxedema in the American Journal 
of Medicine, March, 1950. 


In the former condition with presumed atrophy of the 
adrenal glands 10 days of ACTH administration resulted in 
sodium and chloride retention, increase in 17-ketosteroid and 
uric acid excretion, and an unexplained rise in basal metabo- 
lism. No alteration in carbohydrate or nitrogen metabolism 
was noted. Mild but consistent hypertension appeared in both 
studies. 

The conclusion is that ACTH had only minimal effects 
on the patient with long-standing hypopituitarism and that no 
indications of increased thyroid activity could be demonstrated 


in the patient with myxedema. 
Morton Terry, B.A., D.O. 


CURRENT MEDICAL LITERATURE 


Journal A.O.A. 
October, 1950 
EFFECT OF FEEDING EGG YOLK AND CHOLESTEROL ON 
SERUM CHOLESTEROL LEVELS 

Experiments were conducted in which 24 subjects were 
fed varying amounts of egg yolk powder in addition to their 
regular dietary and 5 subjects were fed cholesterol in a 
variety of forms. William J. Messinger, M.D., and others 
report their findings in the Archives of Internal Medicine, 
August, 1950. 


They conclude that there is an unidentified substance in 
egg yolk which elevates the cholesterol level of human serum 
even more effectively than the ingestion of pure cholesterol, 
The amount necessary to produce this result, however, is » ell 
above that in the amount of egg yolk consumed in the ordin.ry 


diet. 
Morton Terry, B.A., D.O., M.Sc. (Ost.) 


A STUDY OF KHELLIN (VISAMMIN) 


Theodore Greiner, M.D., and others from the Departr 
of Pharmacology of Cornell University Medical College re; 
on a study of khellin (Visammin) in the American Journa 
Medicine, August, 1950. 


The drug had been reported as highly effective (90 
cent of 250 patients) in abolishing the pain or reducing +! 
frequency and severity of attacks of angina of effort 
decubitus. Thirty-nine patients with this complaint \. 
selected and were given varying doses of the drug o 
placebo. A daily report card was issued on which the pati: 
recorded his progress. 


The results showed that khellin had no greater eflect 
than the lactose placebo tablet in the control of pain of the 
angina of effort. There was no effect on blood pressure. 


Morton Terry, B.A., D.O., M.Sc. (Ost.) 


PARA-AMINOBENZOIC ACID IN THE TREATMENT OF 
RHEUMATIC FEVER 

Robert J. Hoagland, M.D., reports on the use of paba 
with salicylates in rheumatic fever in the American Journal 
of Medicine, August, 1950. He concludes that simultaneous 
administration of paba with salicylates increases the blood 
level of the latter and thus produces optimum results in the 
treatment of rheumatic fever. Too, the paba per se has a 
beneficial effect on the disease process and disappearance of 
symptoms and fever has been demonstrated. 


Morton Terry, B.A., D.O., M.Sc. (Ost.) 


THE THIMBLE ELECTRODE 


A new device for consistently rapid motor point localiza- 
tion to enable immediate initiation of resuscitation is described 
by L. C. Sarnoff and S. J. Sarnoff, M.D., in the July, 1950, 
issue of the Archives of Physical Medicine. 


The stimulating electrode is incorporated into a long 
flexible vinylite thimble which fits the index finger snuvly. 
A lead wire 12 inches long, equipped with an attachment to 
the source of current, is sealed into the lateral edge of the 
thimble. When the phrenic motor point is being localized 
and the diaphragm contracted, the electrophrenic respirator is 
situated on the side opposite the nerve being stimulated, so 
that voltage regulation and the exploration can be performed 
simultaneously. In the meantime, a large standard dispersive 
electrode is placed on some convenient skin area. 


The average exploration time for 24 subjects was 7.3 
seconds. The writers report that in 87 per cent of these 
patients the motor point was stimulated in 10 seconds or less, 
the maximum and minimum time range being 45 seconds ar! 2 
seconds. 
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\CADEMY OF APPLIED OSTEOPATHY YEARBOOK 1950. 
Lith graphed, paper bound. Pp. 135, with illustrations. Published 
by ihe Academy of Appiied Osteopathy. Cushing-Malloy, Inc., Ann 
Arbor, Mich., 1950. 


Recently the 1950 Yearbook was distributed to members 
of ‘he Academy of Applied Osteopathy. In the foreword, 
Leo: E. Page, D.O., chairman of the Editorial Committee, 
states that all who are interested in perpetuating the thera- 
peutic ideals of A. T. Still are invited to peruse the pages 
of the Yearbook and to contribute to future editions. The 
Yearbook is rapidly becoming an important medium of ex- 
pression for those who wish to perpetuate the principles 
which have made the continued development of osteopathy 
pos ible. 


[he 1950 Yearbook is dedicated to Louisa> Burns, the 
dean of osteopathic research workers. The lead article by 
Mary Alice Hoover brings ta Dr. Burns the credit which is 
due her. It is followed by a talk given before the Academy 
of Applied Osteopathy on July 16, 1949, by Dr. Burns. 


The second portion of the Yearbook includes articles 
on osteopathic principles by Allan A. Eggleston, Leon E. 
Page, Alan R. Becker, M. D. Young, Paul E. Kimberly, H. 
V. Hoover, Beryl E. Arbuckle, and Paul K. Theobald. The 
third portion includes Academy lectures by Thomas L. 
Northup, H. V. Hoover, Harry L. Davis, Angus G. Cathie, 
and Ernest Sisson, which are followed in turn by reprinted 
articles from the JOURNAL OF THE AMERICAN OSTEOPATHIC 
Association by H. H. Fryette and C. Gorham Beckwith, 
articles on osteopathic research, and three prize essays by 
osteopathic students. The volume is concluded by a list of 
members of the Academy of Applied Osteopathy. 


The Yearbook is recommended reading for all of the 
pre )fession. 
E. H. McKewna, D.O. 


VISION, Its Development in Infant and Child. By Arnold Gesell, 
M.D., Frances L. Ilg, M.D., and Glenna E. Bullis. Cloth. Pp. 330, 
with illustrations. Price $6.50. Paul B. Hoeber, Inc., 49 E. 33rd St., 
New York City, 1949. 


Like all of Gesell’s other books, this new volume offers 
minute and careful observation, logic-botund thinking with 
wisely drawn conclusions, and a background of knowledge 
and experimentation in the field equal to none. But it also 
carries the faults of previous writings—philosophical dialectics 
in excess (including some semantics) and a style of writing 
that is hardly conducive to understandable reading. 


This newest in the series of presentations on develop- 
mental psychology includes a recounting of much material 
found in previous expositions, with some added research, and 
with the accent, of course, on the visual patterns. Painstaking 
descriptions of the growth and development of vision at various 
ages are given, and a phylogenetic background is provided. 
A developmental hygiene of vision is also offered to the 
reader. There is much to be learned from this dissertation. 
The detail is such, however, that it is recommended in its 
entirety for only those specifically interested in developmental 
optics. Like most Gessell textbooks, it is not suitable for 
lay reading. 


_ The chapter on Maldevelopment and Child Vision is 
clinically applicable material, and the discussion of a case of 
complete blindness in a mentally normal child establishes, as 
Gesell says, “a zero mark as a point of reference for the 
interpretation of the ontogenetic cycle of visual development.” 
-_ section is a must for anyone who deals with children or 
with eyes, 


Most interesting is the fact that Gesell drew fully from 
the field of optometry, using freely its technics and listing two 
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optometrists as co-authors. He also placed great credence 
in a number of valuable psychovisual tests (especially those 
of Betts), heretofore not generally accepted by the medical 
profession, and includes them in his testing procedures. 

The average physician will find this book neither interest- 
ing nor of direct value unless he has some particular interest 
in the subjects treated—vision and its development in infants 
and children. 

Arnotp Metnick, A.B., M.A., D.O. 


MEDICAL DIAGNOSIS. Edited by Roscoe L. Pullen, M.D., 
F.A.C.P., Professor of Graduate Medicine, Director of the Division 
of Graduate Medicine, and Vice Dean of the School of Medicine, 
Tulane University of Louisiana; Senior Visiting Physician, Charity 
Hospital of Louisiana at New Orleans; Consultant in Medicine, Vet- 
erans Administration Hospital, New Orleans, Louisiana; Consultant 
to the Surgeon General, Department of the Army, Washington, D. C. 
Ed. 2. Cloth. Pp. 1119, with illustrations. Price $12.50. W. B. 
Saunders Company, West Washington Square, Philadelphia, 1950. 


In its attempt to correlate bedside observations with the 
interpretation of accessory diagnostic technics, such as roent- 
genography and laboratory diagnosis, the general theme of 
this book, the application of physical diagnosis, adequately 
seems to dominate the contributions in the second edition. 
The JourNAL review of the first edition in 1944 stated, “Its 
object is to go far beyond the usual text on diagnosis and 
to explain and to epitomize the complete examination of a 
sick person. . . . The book is full of good material, which in 
succeeding editions probably will be better balanced.” 

The second edition has undergone careful revision meas- 
ured against a criterion of usefulness in clinical practice. 
Regional presentation of the principles of diagnosis has proved 
satisfactory in the first edition and so is retained. Signs and 
symptoms elicited through inspection, palpation, percussion, 
and auscultation receive the principal emphasis. 

Important new chapters have been added. 

Thomas and Finch, accepting the blood as an organ, have 
contributed a chapter which they introduce by saying, “Lab- 
oratory tests should not be minimized, but the symptoms and 
signs, though often widespread and protean in character, 
should be of even greater importance and value to the clinician. 
The problem is difficult for one cannot say ‘these are the 
physical findings of blood disease’ since the blood is distributed 
throughout the body, and its abnormalities may be reflected 
in disturbed function of nearly every tissue of the body. For 
this reason a discussion of the bedside diagnosis of hemato- 
logical disease is almost a postgraduate course in physical 
diagnosis.” This addition is pertinent, interesting, and well 
written. 

Another new contribution is that of Boas on “The Aged” 
in which he deplores the fatalistic attitude held both by families 
and most physicians which so often results in slipshod diag- 
nosis, when an exhaustive diagnostic approach is the only 
means of supplying adequate therapy. The whole person, his 
bodily function and emotional state, is the focus of proper 
diagnosis. 

Likewise, physical examination of the whole person is 
described in detail by Thorner in “The Psychiatric Patient,” 
the third new chapter. 


Pullen’s contributions consist of “The Medical History,” 
and “Introduction to Examination of the Patient.” Herein 
he adopts criteria for complete diagnosis advocated by the 
New York Heart Association, which can be extended to and 
modified for all body systems. The component parts of this 
complete diagnostic procedure are determining the etiology 
of the condition, the anatomic alterations of the disorder, the 
physiologic disturbances resulting therefrom, the functional 
capacity of the patient to carry on, and the course of the 
disease or response to therapy. There is evidence, too, that 
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he received excellent cooperation among his colleagues who 
assisted in compiling the volume and revising their contribu- 
tions in accordance with his concept of medical diagnosis. 


A TEXTBOOK OF GYNECOLOGY. By Arthur Hale Curtis, 
M.D., Emeritus Professor and Chairman of the Department of Ob- 
stetrics and Gynecology, Northwestern University Medical School; 
Formerly Chief of Gynecological Service, Passavant Memorial Hos- 
pital, Chicago; and John William Huffman, M.D., Associate Pro- 
fessor of Obstetrics and Gynecology, Northwestern University Medical 
School; Attending Gynecologist, Passavant Memorial Hospital, Chi- 
cago. Ed. 6. Cloth. Pp. 799, with illustrations. Price $10.00. W. B. 
Sauhders Company, West Washington Square, Philadelphia, 1950. 


A new name has been added to the cover of “A Textbook 
of Gynecology,” but otherwise few changes appear to have 
been made in the book since publication of the fifth edition in 
1946. This is understandable, however, since the fifth edition 
was a major revision. At that time changes were made in 
practically every chapter. New material was added, particu- 
larly in the field of ovarian tumors and tumors of the uterus, 
and the chapter on endocrinopathic disturbances was care- 
fully rewritten. Numerous new photographs and microphoto- 
graphs were included. 

But 4 years is not too soon to review and re-evaluate 
even a major revision; hence work was begun on the sixth 
edition. Curtis, no longer an active participant in university 
duties, thought it appropriate to “share the responsibility of 
preparation of this edition with one more intimately in touch 
with academic activities in gynecology.” John William Huff- 
man, M.D., was a logical choice for coeditor as he had 
worked under Curtis on the staffs of both Northwestern 
University Medical School and Passavant Memorial Hospital, 
Chicago. He also organized the photographs and micro- 
photographs for the fourth edition of the textbook. This new 
edition is the product of their joint efforts. 


The sixth edition follows very closely the physical ar- 
rangement and even the wording of its predecessor. The 
basic divisions of material remain the same. The book is 
divided into twelve sections covering anatomy, physiology 
(exclusive of the endocrine glands), the endocrines, history 
and examination, infectious processes, tumors of the uterus, 
displacements and relaxations, and disturbances of function. 
There are some significant improvements in the material, 
however. The chapter covering embryology of the generative 
organs has been extensively revised, and the two chapters, 
“Urethral Caruncle” and “Prolapse of the Urethral Mucosa,” 
which appeared independently in the fifth edition, have been 
included in the greatly enlarged chapter on urinary tract 
problems. Finally, new material on sarcomatous growth of 
the cervical stroma and on the paraurethral ducts and mesonephric 
remnants in the cervix has been added. Eleven new black 
and white illustrations and one new color plate complete the 
improvements. Again Tom Jones is to be congratulated on 
his excellent original art work. 


To those who are already familiar with Curtis’ textbook, 
it is unnecessary to say that it is one of the outstanding works 
in the field. Students and clinicians alike have come to rely 
on it. For those who have not used it this book is recom- 
mended without reservations. 


A PRIMER FOR DIABETIC PATIENTS. By Russell M. Wilder, 
M.D., Ph.D., F.A.C.P., Professor and Chief of the Department of 
Medicine of the Mayo Foundation, University of Minnesota; Senior 
Consultant in the Division of Medicine, Mayo Clinic. New, 9th 
Edition. Cloth. Pp. 200, with illustrations. Price $2.25. W. B. 
Saunders Company, West Washington Square, Philadelphia, 1950. 


The Primer is a valuable little book which physicians 
may wish to recommend to their diabetic patients. As Wilder 
states, “The diabetic patient should be fully instructed in 
the management of his disease. Without a thorough schooling 
in the testing of his urine, the use of insulin and the selection 
of his food, his well-being is endangered.” 

This book, now in its ninth edition, goes into the subject 
of diabetes thoroughly in simple, easy to understand language. 
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The author begins with a general discussion of the disease, 
its causes and treatment. He describes the various tests 
of urine for sugar and diacetic acid and tells how to prepare 
and administer insulin. He devotes two chapters to listing 
the complications of diabetes and to telling, how to ayvid 
them. He also offers complete dietary information including 
sample menus, recipes, food substitutes, and directions jor 
the proper preparation of food. In the final chapter Willer 
tells how to select and weigh food. At the end of the book 
are various directions and charts for use by the physician 
in planning diet prescriptions. 


Wilder is careful to stress that this book should not }e 
used without a physician’s supervision. 


The last edition of this book was published in 1' %, 
Since then the author and his staff have taken a more lily «al 
view regarding dietary recommendations for patients us ng 
insulin. Consequently, this edition tends to advise somewhat | ss 
rigidity than formerly in control of glycosuria. The object: es 
of treatment—a healthy, happy patient—remain the same, | 
ever. 


THE PATHOLOGY OF ARTICULAR AND SPINAL s- 
EASES. By Douglas H. Collins, O.B.E., M.D. (Liverp.), Reade in 
Clinical Pathology in the University of Leeds. Formerly: Rheums <m 
Research Fellow in the University of Leeds; E.M.S. Pathologist od 
Medical Superintendent, Wharncliffe Hospital, Scheffield; Junior | ec- 
turer and Holt Fellow in Pathology in the University of Liver l 
Cloth. Pp. 332, with illustrations. Price $7.00. The William. & 
Wilkins Company, Mt. Royal & Guilford Aves., Baltimore, 1950 


While it is true, as Collins states in this new specialived 
treatment of disturbances of the skeletal system, that ‘he 
knowledge of most practitioners who deal with their diagn: sis 
and treatment comes from what is revealed in the x-ray film, 
he also points out that radiology “. . . is only the shadow 
without the substance of morbid anatomy.” Anatomical <is- 
sections and microscopical preparations are also important 
sources of information. These form the greater portion of 
the illustrations, which are original work, beautifully org:n- 
ized, prepared, and reproduced. 


Collins says, “The introductory chapters deal with the 
anatomy and physiology of the joint tissues and bone. There- 
after, I have arranged the subject matter in a conventional 
sequence, as indicated in the table of contents, inserting <e- 
scriptions of those diseases whose cause is still unknown in 
places which at the present time seem most appropriate. | 
have tried in this way to present a connected story in which 
the several diseases of joints and spine are related and com- 
pared with one another and orientated within the framework 
of general pathology.” 


However, orthopedists, rheumatologists, and radiologists 
may find the book quite as interesting as pathologists un- 
doubtedly will. It can be recommended to  osteopatiic 
physicians, who will find between its covers well-written 
substantiation for the philosophy of the profession, for exam- 
ple, Collins’ explanation of the pathogenesis of osteoarthritis, 
which begins, “By the time that adult life is reached, the 
bone ends with their articular cartilages have adapted their 
shape to the prevailing mechanical conditions. All is well as 
long as these mechanical conditions are not upset, and many 
joints do, in effect, remain intact and efficient throughout |i/e. 
The joint cartilages tend, however, to undergo regressive or 
involutionary changes with age which render them less re- 
silient and less able to withstand injury. Once cartilage 
destruction sets in, the evolution of osteoarthritis has begun 
There is no longer harmony between form and function. 
Everything that follows can thereby be explained. Each small 
loss of cartilage causes a redistribution of the forces acting 
through the joint, which, in turn, leads to further carti!:ce 
destruction and to a gradual alteration in structure and s!. pe 
of the bone ends, by resorption here and new bone forma‘.on 
there. Adult cartilage can only respond to changing mechan «al 
conditions by degeneration and destruction, but bone respc’ Js 
by regeneration and reconstruction. Since no new carti! ze 
grows, harmony between form and function is never °¢- 
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established until the joint is finally stabilised by its deformity 
rer dering further movement impossible. The process of osteo- 
artiritis is a vicious circle of changing mechanical conditions 
an! attempts at structural adaptations. 


“Osteoarthritis does not develop rapidly unless there are 
special circumstances which exaggerate the mechanical dis- 
turbance, e.g. genu valgum, coxa vara, Paget’s disease, old 
ini-ctive or rheumatoid arthritis, fractures, and exceptional 
str.sses caused by occupation or imposed by deformities of 
ot! -r parts of the body. The majority of people pass through 
lii. with no more than slight and symptomless grades of 
os'-oarthritis arising in those constantly exercised joints which 
carry weight or which have a wide range of movement.” 


The book is an objective record of the pathological 
ph nomena involved in gout, specific infections of the joints, 
rhuumatic fever, rheumatoid arthritis (for which he ack- 
nov ledges his debt to Hench), tumors of the joints, inter- 
vertebral disks, spinal diseases, such as scoliosis, kyphosis, 
Pacet’s disease, Pott’s disease, osteophytosis, ankylosing spon- 
dy!tis, and others. It deserves serious attention. 


NUTRITION IN HEALTH AND DISEASE. By Lenna F. 
Cooper, B.S., M.A., M.H.E., Sc.D., Consultant Dietitian and Formerly 
Chief of the Department of Nutrition, Montefiore Hospital, New York 
City; Formerly Food Director, University of Michigan; Dean of 
School of Home Economics, Battle Creek College; Supervising Dieti- 
tian, U. S. Army, World War I; President, American Dietetic 
Association, 1937-38. Edith M. Barber, B.S., M.S., Writer and Con- 
sultant, Food and Nutrition; Food Editor, General Features Syndicate ; 
Formerly Food Editor, New York Sun; Lecturer on History of 
Cookery and Public Relations for Home Economists, Teachers College, 
Columbia University. Helen S. Mitchell, A.B., Ph.D., Dean of School 
of Home Economics, University of Massachusetts; Formerly Principal 
Nutritionist, Office of Defense, Health and Welfare Services; Pro- 
fessor of Physiology and Nutrition, Battle Creek College. Ed. 11. 
Cloth. Pp. 744, with illustrations. Price $4.00. J. B. Lippincott 
Company, East Washington Square, Philadelphia, 1950. 


This handy little book is now in its eleventh edition. 
The authors frankly admit that the book is basically a 
textbook, but they have tried to treat the subject matter “in 
such a way as to be suitable for college students and for 
interested lay readers.” 

The book is definitely nonprofessional in tone. The 
absence of long technical explanations and the insertion of 
information of current interest makes the material easily 
understood and appreciated by the uninitiated. Excellent 
illustrative photographs accompany many of the chapters, and 
graphs and charts are used to present statistical matter. 
The pages are divided into two columns for easier reading, 
although the small type somewhat defeats the purpose. 

Since the last revision in 1947 the authors have written 
a new introductory chapter to Part One, Principles of Nutri- 
tion, sketching a brief history of the developments leading 
up to present-day concepts Of the science of nutrition. In 
addition, new introductory material designed to give a picture 
of world usage and the relative importance of different 
classes of foods has been added to several other chapters. 

Part Two, which deals with Diet in Disease, has been 
extensively revised to include the latest developments in the 
dietary management of the sick and convalescent, with 
special emphasis on high-protein diets for use in the treat- 
ment of liver diseases and other debilitating diseases. The 
sodium content of diets for liver and heart disease and in 
hypertension is also discussed at length. The order and 
treatment of this entire section has been arranged largely to 
correlate with “A Manual for Teaching Dietetics to Student 
Nurses,” prepared by the American Dietetic Association. This 
in no way limits the book to a textbook for nurses, however. 
_ Part Three, Food Selection and Preparation, discusses 
food materials and their preparation. Small quantity recipes 
are included for use by nurses and homemakers who must 
cook for a single patient or for a small family. This section 
will appeal particularly to the average housewife who, it is 
hoped, keeps a diet and nutrition book in her kitchen. 

The fourth part of the book is devoted to tabular material 
ani special tests. All material has been brought up to date 
and a new table on Classification of Foods According to 
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Nutritive Values has been added. A glossary appears at the 
end of the book giving definitions and pronunciations of the 
more technical terms used in the text. This again makes the 
book of particular value to the beginning student or layman. 
References on each subject are classified by subject in the 
same order as chapters in the book. All food-value charts 
and other dietary allowance references have been revised to 
conform to the latest (1948) Recommended Dietary Allow- 
ances. 


THE MANAGEMENT OF OBSTETRIC DIFFICULTIES. By 
Paul Titus, M.D., Obstetrician and Gynecologist to the St. Margaret 
Memorial Hospital, Pittsburgh; Consulting Obstetrician and Gyne- 
cologist to the Shadyside Hospital, Pittsburgh; Secretary of the 
American Board of Obstetrics and Gynecology; Member Reserve 
Consultants Advisory Board, Bureau of Medicine and Surgery, United 
States Navy (Captain, MC, USNR). Ed. 4. Cloth. Pp. 1046, with 
illustrations. Price $14.00. The C. V. Mosby Company, 3207 
Washington Blvd., St. Louis 3, 1950. 


“It is hoped that this book will be found useful to the 
obstetric specialist, but I have attempted also to make it of 
as much practical value as possible to general practitioners 
who are so often the first to see the complicated cases which 
occur at some time in every community.” Thus Titus stated 
his purpose in first writing this book in 1937. This fourth 
edition still holds to this purpose. 


For this book to continue to be useful, however, constant 
revision is necessary. No one realizes this more than the 
author. As an officer attached to the Professional Di- 
vision of the Navy’s Bureau of Medicine and Surgery, Titus 
was in an excellent position to see and study the great volume 
of medical research that was done in the Armed Forces during 
the last war. Back in civilian life as obstetrician and gyne- 
cologist at Pittsburgh’s St. Margaret Memorial Hospital, he 
has watched the application of these discoveries result in a 
lower and lower maternal mortality rate. It is only logical 
that he should want to revise his major opus to reflect this 
postwar progress. 


In general, the fourth edition follows very closely the 
arrangement of the third edition. The material has been 
xrouped into eight sections covering Sterility, Difficulties in 
Diagnosis of Pregnancy, Complications of Pregnancy, Com- 
plications of Labor, Obstetric Operations, Complications of 
the Puerperium, The Newborn Infant, and a section on 
general topics. A new chapter has been added on “Hy- 
peremesis Gravidarum and Related Conditions,” while two 
chapters, “Toxemia of Pregnancy: Early Weeks” and “Tox- 
emia of Pregnancy: Later Weeks,” have been combined into 
one general chapter on present views on “Toxemia of Preg- 
nancy.” He has added new material on developments in 
sterility studies and treatment, the management of threatened 
and habitual abortions, the changed management of placenta 
previa, and the prevention and management of hemorrhage 
and shock. The author also describes changes in technic 
including induction of labor, preparation for delivery, peri- 
neorrhaphy, and the management of the third stage of labor and 
of retained placenta. The chapter on general diseases com- 
plicating pregnancy was revised and lengthened, and the 
chapter on pelvic mensuration and evaluation by x-ray was 
largely rewritten. Finally, Titus has brought up to date 
methods of analgesia and anesthesia. 


One particularly outstanding feature of this edition is 
the attempt to attain uniformity of definition and terms with 
other literature in the field. Prior to the publication of this 
book, Titus met with two other noted obstetricians, J. P. 
Greenhill and Nicholson J. Eastman, to “attain greater uni- 
formity in certain definitions and terms, and agreement on 
classifications and procedures about which there has been a 
lack in these respects.” Agreement was reached on such 
terms as low, mid-, and high forceps, “stations” of the 
presenting part, and “engagement.” Types of breech presenta- 
tion were specifically labelled and various methods of breech 
delivery were given definitive names. Certain terms such 
as “breaking up” of a breech or “wandering” of a forceps 
blade were dropped. Previous classifications of toxemia were 
simplified. External caliper measurements of the pelvic inlet 
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were abandoned and, instead, rules were established for x-ray 
mensuration and appraisal of pelves. Following the confer- 
ence C. O. McCormick also concurred in all details of this 
agreement. Hereafter, this uniform terminology will be used 
by these authors. It is to be hoped that other writers will 
follow their lead. 


Readers who are considering this book as a permanent 
addition to their library will be pleased to know that this 
postwar edition is again printed on durable high gloss paper. 
The book is further enhanced by the addition of twenty new 
black and white illustrations and one new color plate. 


PROCEEDINGS OF 
FERENCE, 


illustrations, 


THE FIRST CLINICAL ACTH CON- 
Edited by John R. Mote, M.D. Cloth. Pp. 607, with 
Price $5.50. The Blakiston Company, Philadelphia, 1950. 


This collection of 52 papers based on physiologic and 
metabolic studies of ACTH presented at a conference spon- 
sored by the Armour Laboratories in Chicago, October 21-22, 
1949, is, as the editor states, ‘ . nothing more than a status 
report of the projects it. progress at the time, and in no case 
are any of the results presented to be considered finally valid 
or conclusive. . . . It was obvious to everyone concerned 
that all the data presented could be only preliminary and 
tentative since insufficient time had elapsed, and inadequate 
supplies of the hormone had been available to any one group 
to allow any final or valid conclusions to be reached.” Rarely 
has any prefatory statement proved so true. All possible haste 
was made in rushing the reports into print. The book was 
available in March 1950. 


Just as the conference itself was a meeting of minds to 
promote the assembling and redistribution of accumulated 
information about the hormone in order to clarify the whole 
concept, the Proceedings serve that function also. Both infor- 
mation and commentary are stimulating and interesting, re- 
gardless of their inconclusiveness. The book contains a fine, 
factual report of all that was known a year ago of adrenal 
cortical function in normal human beings and patients ill with 
various disease syndromes as widely divergent as myasthenia 
gravis, gout, nephrosis, and rheumatoid arthritis. The Second 
Clinical ACTH Conference, scheduled for December of this 
year, will undoubtedly be followed by the publication of Pro- 
ceedings, which the alert clinician will want to see. 


THE PRACTICE OF MEDICINE. By Jonathan Campbell 
Meakins, C.B.E., M.D., LL.D., D.Sc., Formerly Professor of Medicine 
and Director of the Department of Medicine, McGill University; 
Formerly Physician-in-Chief, Royal Victoria Hospital, Montreal; For- 
merly Professor of Therapeutics and Clinical Medicine, University of 
Edinburgh; Fellow of the Royal Society of Edinburgh; Fellow of 
the Royal Society of Canada; Fellow of the Royal College of Phy- 
sicians, London; Fellow of the Royal College of Physicians, Edin- 
burgh; Honorary Fellow of the Royal College of Surgeons, Edinburgh; 
Fellow of the Royal College of Physicians, Canada; Fellow of the 
American College of Physicians; Honorary Fellow of the Royal 


Society of Medicine. Ed. 5. Cloth. Pp. 1558, with illustrations. 
Price $13.50. The C. V. Mosby Company, 3207 Washington Blvd., 
St. Louis 3, 1950. 


One does not envy the author of a well-known book such 
as “The Practice of Medicine” the chore of revision which 
justifies a new edition. In the 5 years between the recent 
editions diagnostic and therapeutic minutiae have specialized 
and multiplied. Keeping a book for the student and practitioner 
direct, informative, and practical as well as contemporaneous 
is a commendable goal and one not often achieved so ably 
as in Meakins new fifth edition. 


Chapters above and beyond the line of duty in a text 
covering symptomatology, diseases of all the individual organ 
systems (the genitals being treated under “Diseases of the 
Ductless Glands”) are those on psychosomatic medicine, chemo- 
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therapy and antibiotics, diseases caused by allergy, abnormal 
environments, and chemicals and drugs, all of which contribute 
to an understanding of the origin of ill health, through a 
study of man as a whole. 


Meakins conceived this text for the use af the general 
physician, writing in his preface to this latest edition, “Tl.> 
fortunate patients who have access to metropolitan clinics 
have these [diagnostic and therapeutic] facilities readily aya\!- 
able. However, they make up a comparatively small pe: 
centage of those who suffer from ill health. Furthermo: 
human disabilities do not in the main come from rare «r 
exotic diseases, but are due to more obvious and too oft: 
neglected causes such as economic, social, and emotior |! 
situations.” 


The table of contents, the index, and cross referen 
within the text are well coordinated. Adequate references | 
supplementary reading follow each chapter. Had not Meak’\s 
exerted some control in the use of illustrations (which, in 
dentally, are well chosen), the size of the volume might h: 
become impossible. The text is reputable, dependable, a. | 
didactic, and is recommended unreservedly. 


NUTRITION AND DIET THERAPY. By Fairfax T. Prow 
Formerly, Instructor in Nutrition and Diet Therapy, University 
Tennessee College of Medicine and University of Tennessee Sch! 
of Nursing; Director of Dietary Department, John Gaston Hospi 
Memphis, Tennessee, and Corinne Hogden Robinson, Lecturer in 
Nutrition and Dietetics, Temple University School of Medicine, Phi. 
delphia. Formerly, Instructor in Nutrition and Diet Therapy, Colum!)\« 
University School of Nursing. Ed. 10. Cloth. Pp. 950, with ill 
trations. Price $4.00. The Macmillan Company, 60 Fifth Aven 
New York 11, 1950. 


First published in 1918, “Nutrition and Diet Therapy” 
has been revised regularly every 3 or 4 years until now it is 
in its tenth edition. This constant re-evaluating of the subject 
matter has. been necessitated, according to the authors, by tlie 
rapid progress continually being made in the science of nutri- 
tion and its practical applications. This particular edition has 
also been influenced by improved teaching technics. Although 
a useful reference for nutritionists, dietitians, and physicians 
in general, this edition is intended primarily as a textbook for 
students in nursing. Consequently, the authors have taken 
great pains to correlate the material with the new “Manual 
for Teaching Dietetics to Student Nurses” prepared by the 
American Dietetic Association. 


The tenth edition follows closely the physical arrange- 
ments of the preceding edition. The book is divided into five 
sections: Normal Nutrition, Normal Nutrition in Special Con- 
ditions, Diet Therapy, Practical Applications of Nutrition 
Elementary Cookery, and Recipes. Each section is amply illus- 
trated with charts, tables, and diagrams, and an extensive 
bibliography substantiates the authors’ views. Over 300 addi- 
tional references, arranged by subject matter, follow the 
bibliography. 


This edition features several worthwhile improvements. 
The material dealing with diets has been revised to include 
the 1948 Recommended Dietary Allowances and the section on 
diet therapy has been completely rewritten. There is an inter- 
esting, although necessarily cursory, chapter on feeding the 
foreign born. Recipes are grouped together in one section 
and the authors have included a separate recipe index. The 
appendix is of particular value to teachers. It contains an 
outline for dietary case studies, and suggestions for planning 
a course in diet therapy and for correlating lecture and labora- 
tory work in nutrition and cockery courses. The typography 
is excellent. The book suffers from a dearth of good illus- 
trative photographs. Nevertheless, it is an outstanding book 
in the field and highly recommended to teachers and workers 
in nutrition and dietetics. The average physician, too, wil! 
find it a useful addition to his professional library. 
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Conventions and 
Meetings 


Announcements 


\merican Osteopathic Association, 
Fifty-Fifth Annual Convention, Mil- 
waikee, July 16-20, inclusive. Pro- 
gron Chairman, Paul Atterberry, 
vaukee. 


can College of Osteopathic In- 
ternists, Continental Hotel, Kansas 
Civ, Mo., October 23-26. Program 
Clairman, Stuart Harkness, Des 
Moines, Iowa. 

American College of Osteopathic Ob- 
stetricians and Gynecologists, Hotel 
Continental, Kansas City, Mo., Febru- 
ary 19-21. Convention Executive, Bern- 
ar Abel, Toledo, Ohio. 

American College of Osteopathic Sur- 
geons, Hotel Savery, Des- Moines, 
Iowa, October 15-19. Program Chair- 
man, Howard A. Graney, Des Moines, 
loy a. 

American Osteopathic Academy of Or- 
thopedics, Hotel Savery, Des Moines, 
Iowa, October 15-19. Program Chair- 
man, Harry F. Shaffer, Detroit. 

American Osteopathic College of Ra- 
diology, Hotel Savery, Des Moines, 
Iowa, October 15-19; Board of Gov- 
ernors, October 11. Program Chair- 
man, D. W. Hendrickson, Wichita, 
Kans. 

American Osteopathic Hospital Associa- 
tion, Hotel Savery, Des Moines, Iowa, 
October 15-19. Program Chairman, 
Mr. Edward C. Barron, Detroit. 

American Osteopathic Society of Proc- 
tology, Hotel Durant, Flint, Mich., 
May 10-12. Program Chairman, John 
J. Mahannah, Warren, Ohio. 

American Society of Osteopathic An- 
esthesiologists, Hotel Savery, Des 
Moines, Iowa, October 15-19. Pro- 
gram Chairman, Crawford M. Ester- 
line, Kirksville, Mo. 

Arizona, annual meeting, Tucson, April 
46. 

Arkansas, October 26. 

California, annual meeting, Long Beach, 
May 24-26; House of Delegates, May 
22-23. 

Canadian Osteopathic Association, inter- 
national convention, General Brock 
Hotel, Niagara Falls, Ontario, Octo- 
ber 19-21. Program Chairman, Nor- 
_man W. Routledge, Chatham, Ontario. 

Colorado: See Rocky Mountain Confer- 
ence. 

Georgia, midyear meeting, Atlanta, Oc- 
tober 1. Program Chairman, R. E. 
Andrews, Rome. 

Indiana, annual meeting, Leland Hotel, 
Richmond, May 6-8. Program Chair- 
man, Fred L. Swope, Richmond. 

Kansas, annual convention, Allis Hotel, 
Wichita, October 1-4. Program Chair- 
_man, Irwin J. Conant, Meriden. 

Kentucky, Brown Hotel, Louisville, Oc- 
tober 5, 6. Program Chairman, Martha 
Garnett, Louisville. 

Louisiana, Monteleone Hotel, New Or- 
leans, October 27-28. Program Chair- 
man, R. H. Walton, New Orleans. 
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In Para-nasal Infection; ARGYROL provides 


ARGYROL is bacteriostatic, demulcent, detergent and decon- 
gestant — all essential actions. Equally important, ARGYROL de- 


Tne arcyrrot Technique 


1. The nasal meatus ... by 20 
per cent ARGYROL instillations 
through the nasolacrimal duct. 

2. The nasal passages... with 10 
per cent ARGYROL solution in 
drops. 

3. The nasal cavities . . . with 10 
per cent ARGYROL by nasal 
tamponage. 

Its Three-Fold Effect 

1. Decongests without irritation to 


the membrane and without cili- 
ary injury. 


congests without rebound 
congestion. It does not establish 
the vicious cycle of Rhinitis 
Medicamentosa so often asso- 
ciated with vasoconstrictor use. 


the medication of 


choice in treating pora-nasal infection. 
SPECIFY THE ORIGINAL ARGYROL PACKAGE 


Made only by the 


2. Definitely bacteriostatic, yet non- 

ac A. C. BARNES COMPANY 
3. Stimulates secretion and cleans- 

es, thereby enhancing Nature's NEW BRUNSWICK, N. J. 

own first line of defense. ARGYROL is « registered trademark, the 
property of A. C. Barnes Company 
Maine, Fall Conference, Hotel Elmwood, Donald V. Hampton, Cleveland. An- 


Waterville, November 17, 18. Program 

Chairman, John L. Crowther, Bangor. 

Postgraduate Seminar, Bangor, April; 

annual convention, Samoset Hotel, 

Rockland, June 22-23. 

Michigan, annual meeting, Civic Audi- 
torium, Grand Rapids, October 2-5; 
House of Delegates, October 1, 2. 
Program Chairman, Ralph F. Kraker, 
Ann Arbor. 

Missouri, Jefferson Hotel, St. Louis, 
October 12-14. Program Chairman, 
Theodore Corcanges, Raytown. 

New York, Hotel Marcy, Lake Placid, 
October 13, 14. Program Chairman, 


Charles K. Smith, Elmira. 
Northwest Osteopathic Convention, Port- 
land, Ore., June 4-7. Program Chair- 
man, Harold D. Groves, Portland, Ore. 
Ohio, refresher course, Cleveland, No- 
Program 


vember 8-10. Chairman, 


nual meeting, Neil House, Columbus, 
May 6-9. Program Chairman, Roger 
E. Bennett, Middletown. 

Oklahoma, Biltmore Hotel, Oklahoma 
City, November 7-9. Program Chair- 
man, Daniel B: Heffelfinger, Oklahoma 
City. 

Oregon: See 
Convention. 

Osteopathic College of Ophthalmology 
and Otorhinolaryngology, Ambassador 
Hotel, Los Angeles, November 1-3. 
Board of Trustees of the College and 
American Osteopathic Board of Oph- 
thalmology and Otolaryngology, Oc- 
tober 30, 31. Program Chairman, 
Edward W. Davidson, Los Angeles. 


Northwest Osteopathic 


Rocky Mountain Conference, Broadmoor 
Hotel, Colorado Springs, Colo., No- 
vember 10-12. 


| > — : 
| 
| 
| a comeback...not a bounce 
—— 
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1900 + PELTON’S GOLDEN JUBILEE - 1950 


For a lasting investment 


Pelton Futuristic Sterilizers 


Three highly efficient 
and beautifully styled 
models . . . with timer 
control, fully auto- 
matic operation or 
manual control. 


Each offers today’s 
most useful cabinet, 
featuring the Storador | 
with its plastic trays. | 
See the new Peltons at 

your dealer’s. 


| THE PELTON & CRANE CO., DETROIT 2, MICHIGAN 


South Dakota, annual meeting, Cataract 
Hotel, Sioux Falls, June 3-5. 

Tennessee, Andrew Jackson Hotel, Nash- 
ville, October 6-8. Program Chairman, 
Richard Alexander, Greenback. 

Texas, midyear meeting, Amarillo, Oc- 
tober 8-10; annual meeting, Houston, 
April. Program Chairman for annual 
meeting, H. G. Grainger, Tyler. 

Vermont, annual meeting, Rutland, Oc- 
tober 4, 5. Program Chairman, M. C. 
Smith, Bennington. 

Washington: See Northwest Osteopathic 
Convention. 

West Virginia, Shenandoah Hotel, Mar- 
tinsburg, May 13-15. Program Chair- 
man, Edward D. Hersh, Weirton. 

Wisconsin, Hotel Schroeder, Milwaukee, 
May 10-11. 

Wyoming, annual conventivn, Rawlins, 

June 2-3. 


OFFICIAL AND AFFILIATED 
ORGANIZATIONS 
ARIZONA 
Maricopa County 

The Arizona State Department of 
Health plans to show films on the diag- 
nosis of venereal disease, and to discuss 
the contributions of the osteopathic pro- 
fession to the problem of venereal dis- 
ease, at the meeting on October 8. 


CALIFORNIA 

State Society 

In the July Journat, Elbert W. Ash- 

land, Oakland, was incorrectly reported 

as head of the Department of Health 

Insurance. This position is held by 
David B. Bosworth, Oakland. 

Thomas G. Mallard, Pasadena, was 

incorrectly reported as head of the De- 

partment of Historian in the September 
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JournaL. Dain L. Tasker, Oceanside, 
holds that position. Dr. Mallard is head 
of the Department of Membership. 


Los Angeles City 

The officers are: President, Robert M. 
Loveland; president-elect, Crichton C, 
Brigham; secretary-treasurer, Betsy B. 
MacCracken (re-elected), all of Los 
Angeles. 

The trustees are Samuel G. Biddle, H. 
Mayer Dubin, David H. Payne, and An- 
sen P. Williams of Los Angeles, and 
Edwin H. Riedell, Whittier. 

Committee chairmen are: Program 
Jack R. Scoles; membership, Dr. Payne; 
ethics, Walter V. Goodfellow; child 
health, Dr. Dubin; house committee, 
Arthur E. Miller, all of Los Angeles, 
and publications, Elizabeth Dodds Bea-h, 
Glendale. 

A meeting was scheduled to be /eld 
September 12. 

San Jose 

F. O. Edwards, San Jose, spoke o: a 
paper published in the January Journ 1, 
“Articular Facets and the Osteopathic 
Spinal Lesion,” at the meeting in San 
Jose on August 12, 1950. 


COLORADO 
State Society 

The October meeting is to be held in 
Loveland, according to an advance an- 
nouncement. The September meeting was 
to have been held in Glenwood Springs. 


FLORIDA 
District Seven 
A partial listing of officers was given 
in the July Journav. In addition, Annie 
S. Newsome, Sebring, is secretary-treas- 
urer, and W. S. Horn, Palmetto, is 
trustee. There are no committees. 


GEORGIA 
State Society 
J. Milton Zimmerman, Dayton, Ohio, 
was to be the principal speaker at the 
annual Fall Conference in Atlanta on 
October 1. Besides Dr. Zimmerman’s 
talks several technic sessions and forums 
were scheduled. 


ILLINOIS 
District Four 
The officers are: President, Paul Gene 
Clark, Chenoa; vice president, Morgan 
D. Sours, Bloomington; secretary-treas- 
urer, Roberta E. Mies (re-elected), 
Pontiac. 
L. E. Patton, Morton, and Sam W. 
Axtell, Lexington, are the trustees. 


IOWA 

Polk County 

The officers are: President, Henry 

James Ketman; vice president, Harry B. 

Elmets; secretary, Clayton O. Meyer; 

and treasurer, Burton E. Poundstone. 
All are from Des Moines. 

Donald E. Sloan, Des Moines, is the 
trustee. 

Committee chairmen are: Members!:ip, 

Dr. Poundstone; ethics, Edward F. Lein- 

inger: hospitals and clinics, Edward F. 
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Minnick; convention program and con- 
vention arrangements, Rachel Hodges 
Woods; legislation, Howard A. Graney; 
yocational guidance, Beryl Freeman; 
public health and statistics, J. R. Mc- 
Ne:ney; and public relations, Paul E. 
Kir-berly. All are from Des Moines. 


Woodbury 

The officers were announced in the 
Aucust JourNAL. In addition, Raymond 
S. “arran, Sioux City, is representative 
for the Iowa Safety Congress. 


KANSAS 
State Society 

According to an advance announce- 
ment, the following talks were to be 
pre-ented at the annual convention in 
Wichita, October 1-4: “Allergies,” Her- 
man T. Still; “Clinical Laboratory In- 
terpretations,” Claus A. Rohweder; 
“Endocrine Anomalies,” Max T. Guten- 
sohn, all three of Kirksville, Mo. ; “Pub- 
lic and Personal Relations in Osteopathic 
Practice,” Richard G. Gibson, Winfield ; 
“Osteopathy as a Science,” and “Cranial 
Osteopathy and Its Application and 
Technic,” Glenn A. Baird, Hiawatha; 
“Diagnosis and Management of Acute 
Myocardial Infarction and Failing Com- 
pensation,” Milton S. Steinberg; “Man- 
agement of Diabetes Mellitus,” Robert 
S. Sedar; “Somatic Changes in Gastro- 
intestinal Disorders,” “Emotional Factors 
in Gastrointestinal Disorders,” and “Com- 
mon Neuromuscular Diseases as Seen by 
the General Practitioner,” Clayton H. 
Morgan, all three speakers of Kansas 
City, Mo.; “Various Types and Applica- 
tion of Rectal Anesthesia,” Thomas B. 
Powell; “Office Emergencies,” B. L. 
Gleason, both of Larned; and “Roentgen 
Diagnosis of Low-Back Problems,” D. 
W. Hendrickson, Wichita. 


Also on the program were two films, 
“The Function of the Ear in Health and 
Disease” and “Otitis Media in Pedi- 
atrics.” 

Arkansas Valley 

At the July 20 meeting in Larned C. 
E. Hammer, Larned, spoke on “Malig- 
nancy of the Prostate.” 


Eastern Kansas 
The officers are: President, Homer N. 
Flora, Ottawa; vice president, A. A. 
Mailhiot, Lawrence; and secretary-treas- 
urer, Thomas O. Osborn (re-elected), 


Colony. 
Mid-Kansas 


The officers are: President, Robert G. 
Waddill, Burns; vice president, J. D. 
Raynesford; and secretary-treasurer, M. 
B. Willems, both of Hillsboro. 

Ross O. Shook, Hutchinson, Dr. Wad- 
dill, and Ralph W. Burditt, Moundridge, 
are the trustees. 


Southeast Kansas 

The officers are: President, W. H. 
Dunlap, Girard; vice president, Ivy E. 
Hancock, Independence; and secretary- 
treasurer, Robert V. Cartwright (re- 
elected), Chanute. 

Committee chairmen are: Membership, 
J. E. Freeland, Coffeyville; ethics, Stan- 
ley E. Davis, Columbus; hospitals, E. 
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Accumulating evidence!.? is more firmly establishing the ability of inositol 
to reduce abnormally high blood cholesterol levels. This lipotropic agent 
activity has been demonstrated not only in patients with liver disease, but 
also in the presence of diabetes mellitus.4 

Since hypercholesterolemia is regarded as a forerunner of atherosclerosis 
which in turn leads to local or generalized arteriosclerosis, inositol consti- 
tutes a sound weapon for the prevention or active treatment of degenerative 
arterial disease. Although the lipotropic activity of inositol is evident in the 
absence of all other therapy, the use of a high protein, low fat diet and the 
administration of other B complex vitamins is also advisable. 

Inositol-C.S.C., supplied in 0.5 Gm. tablets, is indicated whenever 
lipotropic action of this substance is required. Average dose, 1.0 Gm. three 


L 


times daily. 


72: ) 1949, 


(1.) Felch, W. C.: New York Med. 5:16 (Oct. 20) 1949. (2.) Leinwand, L., and Moore, D. H.: Am. 
Heart J. 38:467 (Sept.) 1940. (3.) Felch, W. C., and Dotti, L. B.: Proc. Soc. Exper. Biol. & Med. 
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A. Rindt, Fredonia; clinics, Arthur E. 
DuMars; convention program, David D. 
Harbaugh, both of Coffeyville; conven- 
tion arrangements, Riley S. King, Neo- 
desha; statistics, Dr. Hancock; legisla- 
tion, D. B. Fordyce, Oswego; vocational 
guidance, Cecil H. Farley, Independence ; 
public health, Lewis C. Pickrell, Baxter 
Springs ; industrial and institutional serv- 
ice, Margaret C. Wolf, Chanute; and 
public relations, Dr. Cartwright. 


Southwestern Kansas 

The officers are: President, Oscar C. 
Kappler, Liberal; vice president, Roy A. 
Leopold, Garden City; secretary-treas- 
urer, R. A. Sabo (re-elected), Lakin. 

The trustees are V. A. Leopold and 
George L. Noll, Garden City, and Eu- 
gene F. Pellette, Liberal. 


MAINE 
State Society 

The officers, members of the board of 
directors, and committee chairmen were 
reported in the August JourRNAL. Vernon 
H. Lowell, Portland, has succeeded W. 
Brock Roben as president. Dr. Roben 
died August 3. 


The meeting scheduled for Houlton, 
October 13 and 14, has been cancelled. 
The fall meeting has been tentatively 
scheduled for Waterville, in November. 


Cumberland County 
The officers are: President, Everett 
S. Winslow; vice president, M. Carman 
Pettapiece; and secretary-treasurer, Lou- 
ise M. Jones, all three of Portland. 


There are no committees. 
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2 intake must be assured for optimum results.”* 


CAPILLARY FRAGILITY —commonly 
encountered in diabetic and hyperten- 
sive patients—may become seriously 
dangerous or even fatal if only the 
slightest increase in pressure occurs producing 
rupture. For the rapid correction of capillary 
fragility, a combination of Rutin and vitamin 
C has proven to be effective and dependable. 
Clinical evidence has shown that: “Rutin may 
be less effective when a deficiency of vitamin 
C exists. For this reason adequate vitamin C 


DPS formula 203 (Rutin—vitamin C) plays 
an important role in the g of pati 
with hypertension, a tendency toward retinal 
or cerebral hemorrhages, a history of apoplexy, 
diabetic retinitis, or any other disease charac- 
terized by capillary fragility, increased capillary 
permeability, or petechial hemorrhages. 

As an effective safeguard against the danger 
of increased pressure in capillary fragility, 
specify DPS formula 203. 

*Hoskins, H. W.: Rutin, Amer. Druggist 15:98 
June 1947 
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MICHIGAN 

State Society 
According to an advance announce- 
ment, the program of the annual con- 
vention in Grand Rapids October 2-5 
was to include the following: “Minor 
Office Surgery,” Verne H. Dierdorff, 


Wyandotte, and Louis J. Machovec, 
Trenton; “Major Surgery and the Gen- 
eral Practitioner,” Raymond A. Biggs, 
Detroit; “Athletic Injuries,” Arthur E. 
Allen, Minneapolis, Minn.; “Minimizing 
Industrial Injuries,” Mr. D. Ross Farra, 
Grand Rapids; “Recent Advances in 
Chemotherapy and Vitamin Research,” 
Royal S. Lee, D.D.S., Los Angeles, 
Calif.; “Public Information Media and 
Mental Health,” Raymond N. Farber, 
Ph.D., Highland Park; “Geriatric Medi- 
cine,” Grover N. Gillum, Kansas 
City, Mo.; “Chalk Talk on Anorectal 
Anatomy,” Frank D. Stanton, Boston, 
Mass.; “What of the Cervix,” Margaret 
Jones, Kansas City, Mo.; “Common Pit- 
falls in Obstetrical Practice,” Roy G. 
Bubeck, Grand Rapids; “Medical Juris- 


prudence,” Mr. H. William Butler; a 
talk by Mr. Lawrence Mills, Chicago, 
on Michigan’s function in osteopathic 
education; a paper by Mr. Harve Lamont 
Smith, “Tested Methods of Public Re- 
lations,” to be presented by Willis H. 
Yeamans, Mount Clemens; a discussion 
session, “Osteopathic Management of In- 
juries to Extremities : Knee-Ankle-Foot,” 
Dr. Allen, “Shoulder-Elbow-Wrist,” W. 
Fraser Strachan, Chicago, and “Reduc- 
tion of Dislocations,” J. Paul Leonard, 
Detroit; a special session for secretaries 
and receptionists, including a talk on 
office ethics by Ralph Lindberg, Detroit, 
one on public relations by Dr. Yeamans, 
and one on the legal aspects of insur- 
ance by Mr. Butler; and osteopathic 
demonstration sessions conducted by Drs. 
Allen, Strachan and Leonard; assisted by 
Clarence W. Reinhart, Monroe, and Ar- 
thur B. Holzworth, Chicago. 


Oakland County 
The officers are: President, George E. 
Renton, Jr., Royal Oak; vice president, 
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Douglas H. Kiphut, Berkley; secretary- 
treasurer, Mary L. Latos, Hazel Park 


Edward G. Sluyter, Royal Oak, and 
Luther G. Huddle, Ferndale, are the 
trustees. 
MINNESOTA 
Minneapolis 

The officers are: President, Leslie S. 
Keyes; vice president, Constance Iditse; 
secretary, Robert M. Plasch; and tre.s- 
urer, Anna Reznikov (re-elected). |] 
are from Minneapolis. 


MISSOURI 
State Society 

Advance announcements of the pro- 
gram of the annual convention in St. 
Louis on October 12-14 included :he 
following talks: “Thrombo-Embolic 
ease” and “Differential Diagnosis of 
Jaundice,” Neil R. Kitchen; “Diagn: sis 
of Surgical Conditions of the Lower 
Abdomen” and “Diagnosis of Surgical 
Pathologies of the Upper Abdomen,” 
Raymond A. Biggs; “Diagnosis «nd 
Treatment of the Painful Hip” and “The 
Post-Reduction Care of Fractures,” J. 
Paul Leonard; “Tumors of the Bones” 
and “Radiographic Diagnosis of Patholo- 
gies of the Upper Abdomen,” Charles J. 
Karibo, all four of Detroit; a symposium’ 
on urological problems in general prac- 
tice, Drs. Biggs, Kitchen, and Karil, 
with Dr. Kitchen as moderator; “The 
Basis for Spinal Etiology of Disease,” 
and “Clinical Implications of Research 
on Osteopathic Lesions,” Irvin M. Korr, 
Ph. D., Kirksville; “The Missouri Divi- 
sion of Health,” Buford G. Hamilton, 
M.D., Richmond; “Atomic Bomb Casu- 
alties and Radiation Syndromes,” Grover 
N. Gillum, Kansas City; “Rural Health 
Clinic Program in Missouri and the 
Osteopathic Profession,” Vernon H. Cas- 
ner, Kirksville; and “Veteran’s Affairs,” 
Mr. Percy M. Gash, St. Louis. 


Buchanan County 
The officers are: President, Neva M. 
Steidley ; vice president, Leonard J. Grin- 
nell; secretary-treasurer, M. L. 
Troop, all from St. Joseph. 


Clifford L. Steidley, St. Joseph, is the 
trustee, and Dr. Grinnell is the alternate 
trustee. 


Committee chairmen are: Membership, 
Dr. Grinnell ; ethics, H. N. Tospon; hos- 
pitals, C. L. Steidley; clinics, William 
P. Lenz; statistics, Nelle D. Turney; 
convention program and convention ar- 
rangements, Lambert H. Pearson; legis- 
lation, J. G. Jewett; vocational guidance, 
Bernard S. Gould; public health, John 
M. Spencer; industrial and institutional 
service, Benjamin M. Riles; public rela- 
tions, E. U. Shackelford; and civilian 
defense, Foy Trimble. All are from St. 
Joseph. 

Central Missouri 

The officers are: President, Ernest P. 
Hansen, Frankford; vice president, John 
S. Haydock, Cairo; secretary-treasurcr, 
Alvord N. MacRae, Warrenton. 


Benjamin S. Jolly, Moberly, is *! 
trustee, and Lloyd E. Hutchins, Fult», 
is alternate trustee. 
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vaginitis are usually mixed infections. In a recent 
series, an average of 7 organisms per patient was found.' TRIPLE 
SULFA CREAM is highly effective against vaginal infections because — 
each of its three sulfonamides* has optimal antibacterial. activity ot 


the different degrees of acidity, a 


Eliminates malodorous discharge 
Well tolerated—"‘no sensitivity was observed"? 
3 Easily administered with an Ortho Applicator 


Following cervical coskery conization ond perc 
tions, TRIPLE SULFA CREAM reduces healing time by as much as 50%. 


| 
3 
TRIPLE SULFA CREAM is available in 3 ounce tubes with or without 
4 the Ortho Vaginal Applicator. On original prescriptions specify 
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A meeting was held in Florida on 

August 17. 
Central Ozark 

Thelma Buckthorpe, M.D., Waynes- 
ville, spoke on poliomyelitis at the Au- 
gust 3 meeting in Arlington. The next 
meeting was scheduled to be held in 
Vienna on September 7. 


North Central 

Wallace M. Pearson, Kirksville, was 
the principal speaker at the meeting in 
Brookfield on August 17. 


Northeast 

The officers and trustees were re- 
ported in the July JournaL. Committee 
chairmen are: Membership, William A. 
Jones; convention program, N. Sue 
Grassele; legislation, V. H. Casner, all 
three of Kirksville, and public relations, 
Peter A. Hopkins, Hannibal. 


“Present Day Aspects of Cranial 
Osteopathy” was the title of x talk given 
by Paul E. Kimberly, Des Moines, Iowa, 
at the August 10 meeting in Baring. 


Ozark 
The officers are: President, Frank B. 
Irwin, Springfield; vice president, J. H. 
LePere, Stockton; and secretary-treas- 
urer, Elmer L. Williams, Springfield. 


St. Louis 

The officers are: President, James D. 
Hicks; vice president, John C. Olson; 
and secretary-treasurer, Janet G. Mere- 
dith, all of St. Louis. 


West Central 

A meeting was held August 17 in 
Clinton. 

NEVADA 
State Society 

The officers and trustees were reported 
in the July JourNaAL. Committee chair- 
men are: Legislative, Fred V. Griffith, 
Reno; membership, Harry Bernstein, 
Reno; public affairs, Ralphae G. Jen- 
nings, Minden; and bylaws, L. F. Lick- 
lider, Reno. 

NEW MEXICO 
State Society 

According to an advance announcement, 
the following papers were to be pre- 
sented at the annual convention in 
Gallup September 14-16: “Thoracic Sur- 
gery” and “A.O.A. Problems,” Vincent 
P. Carroll, Laguna Beach, Calif.; “The 
Knee Joint: Differential Diagnosis and 
Treatment” and “The Shoulder Girdle: 
Differential Diagnosis and Treatment,” 
N. E. Atterberry, Denver, Colo.; “A 


Review of Protein Chemistry and the ” 


Amino Acids,” and “Non-Nutritional 
Causes of Mineral-Vitamin Deficiencies,” 
Mr. Emory W. Thurston, Los Angeles; 
“Clinical Pathology, Practical Applica- 
tion and Interpretation,” W. H. Haid, 
Director of the Albuquerque Clinical 
Laboratories, Albuquerque; and “Public 
Relations,” Mr. W. B. McCollum, Al- 
buquerque. 
NEW YORK 
State Society 
The program for the annual meeting 
at Lake Placid, October 13 and 14, was 
to include the following talks, according 
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When Thyroid Therapy is Needed 


Standardized chemically and 
biologically, Endothyrin is 
available in full dosage range: 


is uniform in metabolic activity and well tol- 
erated by the patient due to the purity of 
the concentrated thyroglobulin. 


Only the active principles of the thyroid 
gland (Diiodotyrosin and Thyroxin lodine) 
are used in Endothyrin. Inorganic sub- 
stances, cell debris, and fat are discarded 


1%, |, Y2, and % gr.* tablets. 


to avoid unwanted side reactions. 


The 


HARROWER 


Laboratory, Inc. 


*U.S.P. 
Thyroid Equivaleni 


930 Newark Ave. 
Jersey City 6, N. J. 


to an advance announcement: “Bedside 
Differential Diagnosis of Pneumonias,” 
Harold Yablin, Buffalo; “Radiological 
Diagnosis of Acute Pulmonary Disease” 
and “Radiographic Diagnosis of the 
More Common Joint Diseases,” Paul T. 
Lloyd, Philadelphia; “Diagnosis of 
Acute Abdominal Pain” and “Treatment 
of the Hypermobile Joint,” Earl H. 
Gedney, Bangor, Maine; “The Manage- 
ment of Acute Coronary Infarction,” 
James H. Reid, Rochester; “Psycho- 
neurosis: Social and Economic Aspects,” 
Sydney M. Kanev; “Types of Psycho- 
neuroses and Their Amenability to 
Treatment,” Emmanuel A. Manginelli, 


M.D., both of New York; “Re-evalua- 
tion of Therapy in Rheumatoid Arthri- 
tis,” Elizabeth S. Carlin, Hempstead, 
Long Island; “Accessory Sacroiliac Ar- 
ticulations with Arthritic Changes,” Lee 


A. Hadley, M.D., Syracuse; “A Diag- 
nostic and Etiologic Analysis of Hypo- 
chromic Anemias,” Rudolph Gerber, New 
York; “The Trend Toward Conserva- 
tism in Disk Management,” and “Ap- 
proach to the Acute Low-Back Problem 
with Radiating Pain,” C. Gorham Beck- 
with, Hudson; “The Responsibility of 
Free Medicine for Social Insurance,” 
Miss Mary H. Donlon, New York; and 
“Haw Your State Society Serves You,” 
Robert E. Cole, Geneva. 


Westchester County 


The officers are: President, Orlo R. 
Clark, Jr., White Plains; vice president, 
Franklin E. Abel, Yonkers; secretary, 
Ernest M. Hunt, White Plains; and 
treasurer, Alfred R. Gildersleeve, Mount 
Vernon. 
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y MY PATIENTS GET ON THE 
ag TABLE EASILY WHEN IT’S 
we LOWERED TO 23 INCHES 
FROM THE FLOOR! 


RITTER MULTI-PURPOSE TABLES 


Whether your patients are short, heavy weight, aged or crippled, they can on 
a Ritter Multi-Purpose Table easily. With a light toe pressure this motor 
table can be lowered to 23” from table top to floor. There is no physical strain for 
you and patients appreciate this convenience. Another touch of the toe on the 
motor control pedal and the patient is in 
too, these other features of the Ritter Multi-Purpose Tables: 


@ Extreme high and low positions— 
The Ritter Multi-Purpose Table Model 
A, Type 1, is available in two ranges 
27-45” or 23”-41” (top of table to 
floor). You work at ease either stand- 
ing or sitting. 


@ Flexible adjustments—Head, back, 
seat and foot sections easily adjusted to 
any required position—full horizontal 
to chair. Rotates 180°. Tilts 33° head 


@The Ritter Multi-Purpose Table 


RITTER PARK, ROCHESTER 3, H.¥. 


iven 
sition ready for treatment. Consider, 
low position, 5° foot low position. 


Model A, Type 2, is particularly adapt- 
able to proctological work with ad- 
justable knee rest on the foot section. 
Low position 31”, high position 49” 
... extreme tilt 55°. 


@ Your surgical dealer will gladly dem- 
onstrate these features of the Ritter 
Multi - Purpose Tables. 


NORTH CAROLINA 
State Society 

A one-day refresher course was to 
be offered by the society on September 
30, in Asheville. Perrin T. Wilson, Cam- 
bridge, Mass., was to give the following 
talks: “Finding the Still Lesion,” “Osteo- 
pathic Therapy for Asthma,” ‘“Osteo- 
pathic Therapy for Sciatica,” and 
“Osteopathic Therapy for the Painful 
Shoulder.” Physicians from the neigh- 
boring states of Tennessee, Virginia, 
South Carolina, and Georgia were in- 
vited to attend. 

OHIO 
Ninth District Academy (Warren) 

The officers were reported in the July 
JournaL. Committee chairmen are: 
Membership, Kenneth S. Fleming, 
Youngstown; ethics, Myron W. Riegle, 


Salem; clinics, C. M. Mayberry, East 
Liverpool; public relations, R. G. Davis, 
Niles; hospitals, Robert P. Southard; 
statistics, Edythe M. Varner; legislation, 
Anthony Candella; vocational guidance, 
J. F. Reid; public health, John J. Ma- 
hannah; and industrial and institutional 
service, R. E. Sowers, the last six all 
of Warren. 


Thirteenth District Academy (Columbus) 


A partial listing of officers and trus- 
tees was given in the August JouRNAL. 
In addition, R. L. Thomas and W, Duane 
Burnard, both of Columbus, are trus- 
tees. 

Committee chairmen are: Membership, 
Gordon F. Sherwood; public affairs, 
Robert G. Mertens; ethics (grievances), 
Dr. Thomas; radio, Norbert A. Heickel- 
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bech; hospitals, Leo R. Conley, all of 
Columbus; physicians’ relocation, James 
E. Cover, Groveport; professional af- 
fairs, R. H. Gibson, Marysville; profes- 
sional liability, Ralph §S. Licklider; 
auditing, Ralph T. VanNess, both of Co- 
lumbus; convention program, Donald F. 
McBride, Westerville; golf, A. V. Bene- 
dict; legislation and legal, James O. 
Watson; vocational guidance, William 
K. Lowry; and industrial relations, Har- 
old E. Clybourne, the last four of Co 
lumbus. 

Fourteenth District Acade: (Marietta) 

The officers are: President, Willia: 
H. Nicholson; vice president, W. A 
Larrick; and secretary, L. H. Schreck, 
all of Cambridge. 

OKLAHOMA 
State Society 

The following talks are to be include ' 
in the program of the annual conve: 
tion in Oklahoma City November 7-'), 
according to an announcement receive | 
in advance: “Etiology of the Arthr’- 
tides,” “Comprehensive Diagnosis,” am! 
“Management of the Arthritic Patient,’ 
E. C. Andrews, Ottawa, Ill.; “The A»- 
proach to Low-Back Problems,” “Misce! 
laneous Technic,” and “Shoulder Pro! 
lems, Diagnostic and Management,” Joli 
W. Mulford, Cincinnati, Ohio; “Anato- 
my of the Female Perineum and Pelvis,’ 
Richard R. Stuart, Ph.D., Los Angeles; 
“Public Relations,” “Efficient Office 
Management,” and “The General Prac- 
titioner, the Hospital Staff, and thie 
Hospital,” Mr. William S. Konold, Co- 
lumbus, Ohio; and “Communicable Dis- 
eases and Their Control,” James 0. 
Wails, M.D., Oklahoma City. 

Okleh c Ai 

A meeting was scheduled for Septem- 

ber 12, in Oklahoma City. 
PENNSYLVANIA 
State iety 

A detailed listing of the talks, and a 
partial listing of the teaching sessions 
included in the program of the annual 
convention in Philadelphia September 
22-24 was given in the August JouRNAL. 
A detailed listing of the teaching ses- 
sions follows. 

Session on Osteopathic Medicine, 
Ralph L. Fischer, Philadelphia, chair- 
man: “The Principles Used in Determin- 
ing an Adequate Diet for Adults,” Al- 
bert C. Kette, Jr., Hatfield; “Calculating 
the Diabetic Diet,” William C. Weis- 
becker, Philadelphia; “The Diet in Car- 
diovascular Diseases, Including the Rice 
Diet,” William E. Buller, Allentown; 
‘Diets in Arthritis, Including Gout,” 
John J. McHenry; “Jaundice—Its Im- 
portance in General Practice,” Earl F. 
Riceman, both of Philadelphia; “The 
Present Status of Chemotherapy and 
Hormonal Therapy in Cancer,” Lewis 
M. Yunginger, Bird In Hand; “Cough 
—Its Diagnostic and Therapeutic Con- 
siderations,” Wilbur P. Lutz; “The 
Treatment of Anemia,” Clarence ©. 
Baldwin; “Heart Failure,” Ralph |. 
Tomei, all three of Philadelphia; and 
“Bacterial Endocarditis,” K. T. Steige!- 
man, York. 

Session on Non-Institutional Surgery, 
Galen S. Young, Philadelphia, chairma: : 
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“Diagnosis and Treatment (Practical) of 
Cellulitis, Carbuncles, Boils, and Li- 
pomas,” Harry E. Binder and Paul S. 
Young; “Diagnosis and Ambulant Treat- 
ment of Rectal Diseases Encountered by 
the General Practitioner,” Abraham 
Levin, all three of Philadelphia; “Simple 
Fractures—Diagnosis and Management 
with a Practical Discussion of Office 
Procedures,” Glen W. Cole, Norristown, 
and Charles H. Brimfield, York; “Diag- 
nosis and Treatment of Melanomas, Se- 
baceous Cysts, and Epitheliomas,” War- 
ren H. Swenson, Philadelphia, and 
Ciarles A. Hemmer, Lansdowne; “Dis- 
cussion and Management of Various 
Types of Wounds Occurring on Head, 
Face, and Neck, with Demonstration of 
Sutures Utilized,” John W. Sheetz, 
Philadelphia, and Rudolph F. Rigano, 
Lancaster; and “Modern Management of 
First, Second, and Third Degree Burns 
with Practical Demonstrations,” George 
H. Court, Upper Darby, and Hubert 
A. Wagner, Philadelphia. 


Session on Obstetrics and Gynecology, 
Frank E. Gruber, Philadelphia, chair- 
man: “Treatment of Prolapse in the 
Aged: Conservative and Surgical Treat- 
ment,” Herman Kohn; “Induction of 
Labor with Particular Emphasis on In- 
travenous Pituitrin and Modern Ob- 
stetrical Methods,” Lester Eisenberg, 
both of Philadelphia; and “Office Treat- 
ment of Common Gynecological Disor- 
ders,” Dr. Gruber. 

Session on Osteopathic Therapeutics, 
David Heilig, Philadelphia, chairman: 
“Demonstration of Lift Therapy,” with 
slides, Dr. Heilig; “Comparative Thera- 
peutics of Acute Infectious Diseases,” 
Clyde S. Saylor; “Headache,” Barbara 
Redding, both of Philadelphia; “Foot 
Signs of Lumbar and Pelvic Disturb- 
ances,” Edward B. Sullivan, Boston, 
Mass.; “Outlining Specific Structural 
Adjustment,” Perrin T. Wilson, Cam- 
bridge, Mass.; “Find It, Fix It, and 
Leave It Alone,” Thomas L. Northup, 
Morristown, New Jersey; “Treatment of 
Lesions at the Lumbo-Pelvic Junction,” 
Warren A. Pratt; and “Follow-Up Treat- 
ment in Shoulder Syndromes,” Kermit 
H. Lyman, the last two both of Upper 
Darby. 

Session on Pediatrics, William S. 
Spaeth, Drexel Hill, chairman: “Imme- 
diate Care for the Premature Baby,” 
and “Latest Treatment of Acute Infec- 
tions,” Otto M. Kurschner; “Methods 
in the Care of the Newborn,” Samuel L. 
Caruso; “The Common Cold” and “Child 
Nutrition,” Arnold Melnick; “Differen- 
tial Diagnosis of Acute Infections” and 
“Acute Abdominal Pain,” Thomas F. 
Santucci; “Atopic Eczema and Feed- 
ing the Allergic Infant and Child,” 
Leopold Salkind; “Tuberculosis in the 
Child,” Sherwood Berman, all of Phila- 
delphia, and “Skin Tests and Their 
\ alue” and “The Value of Antihista- 
mine Drugs,” Ernest T. Talone, Norris- 
town. 


Dauphin County 
The officers are: President, J. Kenneth 
Miller; 


vice president, Donald R. Har- 
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bleod flow through a tissue area. 
They point out that hyperkinemic 


may extend to a depth of 2.5 cm. 
below the surface of the skin. 


to foster percutaneous absorption. 


1. Lange, K., and Weiner, D.: J. 
Invest. Dermat. 12:263 (May) 1949. 


Beneath the surface 


Lange and Weiner’ suggest the term 
“hyperkinemics” to describe preparations 
such as Baume Bengué which produce 


effect, as measured by thermoneedles, 


In arthritis, myositis, muscle sprains, 
bursitis and arthralgia, Baume Bengué 
induces deep, active hyperemia and 
local analgesia. Systemically, Baume 
Bengué promotes salicylate action against 
underlying disease factors. It provides 
the high concentration of 19.7% methyl 
salicylate (as well as 14.4% menthol) 

in a specially prepared lanolin base 


Looming § Ca Ine 


Baume Ben gue 


155 East 44th Street, New York 17, N.Y. 


per, both of Harrisburg, and secretary- 
treasurer, William A. Blacksmith, Jr., 
Lemo 
RHODE ISLAND 
State Society 
Officers and some committee chairmen 
were given in the July Journat. Addi- 
tional committee chairmen are: Ethics, 
Ralph B. Craig, East Providence; rules, 
William B. Shepard; membership,» F. 
Chandler Dodge; vocational guidance, 
Richard Dowling, all three of Provi- 
dence; and sickness, Celia S. Craig, East. 
Providence. 
TEXAS 
District Ten 
The officers were reported in the Au- 
gust JourNaAL. Committee chairmen are: 
Ethics, Edwin S. Davidson; hospitals, 


G. G. Porter; clinics, Samuel H. Hitch; 
statistics, Edward M. Whiteacre; 


legis- 


lation, W. D. Danks, Jr.; vocational 
guidance, Henry A. Spivey; industrial 
and institutional service, Lawrence J. 
Lauf; public relations, Horace A. Em- 
ery; convention arrangements, Richard 
M. Mayer, all of Lubbock; convention 
program, Joe P. Alexander, Spur; mem- 
bership, Harry E. Williams, Abernathy ; 
and ‘public health, James M. Shy, Sil- 
verton. 

George J. Luibel spoke on the concept 
of osteopathic health, and Phil R. Rus- 


“sell discussed association affairs at the 


July 30 meeting in Lubbock. Both speak- 
ers are from Fort Worth. 


WEST VIRGINIA 
Ohio Valley 
The officers are: President, Paul B. 
Jones, Wellsburg; vice president, C. M. 
Mayberry, East Liverpool; and secre- 
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This powerful disinfecting solution is free from phenol _ 

(carbolic acid) and mercurials. It is a chlorinated 
pheny! compound that is unusually effective in its 
rapid destruction of commonly encountered vegeta- 
tive bacteria (except tubercle bacilli) as shown in the a! 


Check these additional features— 


PRICE 
Per Gallon . $5.00. 
Per Quart .°$1.75 


® Non-injurious to metallic instruments or keen 
surgical edges. 

© Low volatility ... will not irritate eyes, nose 
or throat. 

® Will not stain fabrics, skin or tissue. 

© Will not dry and fissure hands or skin areas 


if exposed repeatedly. (Chloropheny] is not 
to be used therapeutically.) 


® Stable...will retain potency over long 


Compare the killing time of this 
superior bactericidal agent 


BP instrument container No. 300 is’ 
recommended as the idea! office con- 
tainer for use with the Solution. 


Vegetative Bocteria |50% Dried Blood | Without Blood 
Stoph. oureus 15 min. 2 min, 
E. coli 15 min, 3 min. 
Strept. hemolyticus 15 min, 15 sec. 


Ask your dealer 
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THE NEUROPSYCHIATRIC FOUNDATION, INC. 


Offers one and two year 
FELLOWSHIPS IN PSYCHIATRY IN THE 
MEYERS CLINIC, LOS ANGELES 
Training is available in the range of ambulant psychiatry 
emphasizing diagnosis and psychotherapy in coordina- 
tion with the psychologist and psychiatric social worker. 
STIPEND $2,400 PER YEAR 
Graduates of approved colleges of Osteopathy are eligible. 
APPLY TO THE DIRECTOR 
THE MEYERS CLINIC 
800 SOUTH BERENDO ST. LOS ANGELES 5, CALIF. 
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tary-treasurer, Donald G. Willis, Wells- 
burg. 

“Hypertension and Its Connection with 
Osteopathy” was the title of a talk given 
hy John C. Halley, New Martinsville, at 
the August 24 meeting. 

The next meeting was scheduled to 
be held in East Liverpool on September 
28, with J. E. Wiemers, Marietta, as 
guest speaker. 

Southern West Virginia 

A meeting was held in White Sulphur 
Springs on August 13. The next meeting 
was planned to be held in Beckley. 

CANADA 
Canadian Osteopathic Association 

Speakers at the annual convention to 
be held in Niagara Falls, Ontario, on 
October 19-21 are William A. Ellis, 
Grand Rapids, Mich., Paul E. Kimberly, 
Des Moines, Iowa,:J. S. Denslow, Kirks- 
ville, Mo., and Arthur B. Vogelsang, 
M.D., London, Ontario, according to an 
advance announcement. 


State and National Boards 


ARIZONA 

Basic science examinations December 
19 at the University of Arizona, Tuc- 
son. Applications must be filed by De- 
cember 5. Address Mr. Francis A. Roy, 
secretary, Basic Science Board, Science 
Hall, University of Arizona, Tucson. 

ARKANSAS 

Basic science examinations in Octo- 
ber. Address L. G. Gebauer, M.D., sec- 
retary, Basic Science Board, 701 Main 
Street, Little Rock. 

COLORADO 

Professional examinations January 2. 
Address Miss Beulah H. Hudgens, 
executive secretary, Board of Medical 
Examiners, 831 Republic Bldg., Denver 
2. 

Basic science examinations December 
6 and 7. Applications should be filed 
on or before November 22. Address 
Esther B. Starks, D. O., secretary, 
Basic Science Board, 1459 Ogden St., 
Denver. 

CONNECTICUT 

Professional examinations November 
14. Address H. Wesley Gorham, D. O., 
secretary, Osteopathic Examining Board, 
520 West Avenue, Norwalk. 

DELAWARE 

Examinations January 9-11. Address 
Joseph McDaniel, M.D., _ secretary, 
Board of Medical Examiners, 229 State 
Street, Dover. 

FLORIDA 
Professional examinations December 


2, 3 in Jacksonville. Applications must 
be filed by November 18. Address 
Richard S. Berry, D. O., secretary, 
Board of Osteopathic Medical Exam- 
iners, 617-18 Times Bldg., St. Peters- 
burg 5. 

Basic science examinations Novem- 
ber 11 in Gainesville. Applications must 
be filed by October 30. Address M. W. 
Emmel, D.V.M., secretary, Board of 
Examiners in the Basic Sciences, Uni- 
versity of Florida, Gainesville. 

HAWA 


I 
Examinations January 10. Address 
Mabel A. Runyan, D. O., secretary, 
Board of Osteopathic Examiners, 2333 
C. Kalakaua Avenue, Honolulu 30. 
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IDAHO 

Examinations November 9 in Boise. 
Applications must be filed 15 days prior 
to the examination, Address D. W. 
Hughes, D. O., secretary, Board of 
Osteopathic Examiners, 203 Noble 
Biig., Boise. 

ILLINOIS 

Examinations in January in Chicago. 
Applications must be filed 15 days prior 
to the examination. Address Charles F. 
Kervin, Superintendent of Registration, 
Illinois Department of Registration and 
Ecdication, State House, Springfield. 

IOWA 

asic science examinations January 9 
in Des Moines. Address Ben H. Peter- 
son, Ph. D., Coe College, Cedar Rapids. 

KANSAS 

Dewey B. Wallace, Belleville, has 
becn reappointed to the Board of Osteo- 
pathic Examination and _ Registrat’on 
for a term ending May, 1954. 

MAINE 

Examinations November 14 in the 
State House, Augusta. Address G. F. 
Noel, D. O., secretary, Board of Osteo- 
pathic Examination and _ Registration, 
Monument Square, Dover-Foxcroft. 

MARYLAND 

Examinations in October. Address 
Walter H. Waugaman, D. O., secretary, 
Board of Osteopathic Examiners, 33 S. 
Centre St., Cumberland. 

MASSACHUSETTS 

Examinations November 14. Address 
George Schadt, M. D., secretary, Board 
of Registration in Medicine, State 
House, Boston 33. 

MICHIGAN 

Basic science examinations in October 
and in January at Wayne University, 
Detroit, and University of Michigan, 
Ann Arbor. Address Miss Eloise Le- 
Beau, secretary, Board of Examiners 
in the Basic Sciences, 101 N. Walnut 
St., Lansing. 

MINNESOTA 

Phil Morrison, Faribault, has been 
appointed as a member of the Board of 
Osteopathic Examiners. 

Basic science examinations January 
2-3 in Millard Hall, University of Min- 
nesota, Minneapolis. Applications must 
be filed a week in advance. Address 
Raymond Bieter, M. D.,_ secretary, 
Board of Examiners in the Basic Sci- 
ences, 126 Millard Hall, University of 
Minnesota, Minneapolis 14. 

NEBRASKA 

Basic science examinations January 
9, 10 at University of Nebraska College 
of Medicine, Omaha. Applications must 
be filed 15 days prior to the examina- 
tion. Address Mr. Oscar F. Humble, 
Director, Bureau of Examining Boards, 
State House, Lincoln. 

NEVADA 

Examinations January 9. Address 
Walter J. Walker, D. O., secretary, 
Board of Osteopathic Examiners, 210 
West Second St., Reno. 

NEW MEXICO 

Basic science examinations Novem- 
ber 5. Address Miss Marguerite Kil- 
kenny, Assistant Secretary of State, 
- Office of Secretary of State, Santa 
e. 

NEW YORK . 

Examinations January 30-February 2. 

Applications must be filed by January 
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use during the past ten years has corroborated 
these early findings and established its advantages— 


Prolonged 


® Lower Incidence of Complications! 
Safe and Effective! 


FG. CO., Inc. 
(DEPT. AO) 


Please send reprints, literature 
and samples of Monécaine 
Formate for clinical 
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| Monécaine Formate was introduced for subarach- 
noid anesthesia some ten years ago. Early clinical 

| reports indicated that Monécaine Formate had 

| marked advantages in safety and efficiency. Daily 
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Rapid Onset of Anesthesia! 


Clinical 
the use 
Anesthesia are available on request. 


Monécaine Formate is accepted 
Pharmacy of the American M 


Anesthesia with smaller doses! 


and descriptive literature on 
Monécaine Formate for Spinal 


the Council on 
ical Association. 


CHEMICAL MFG. CO, INC. 


2911-23 Atlantic Avenue, Brooklyn, 
‘Then Aires * Rio de Janeiro 


15. Address Jacob L. Lochner, Jr., M 
D., secretary, Board of Medical Exam- 
iners, State Department of Education, 
23 South Pearl Street, Albany 7. 
Donald B. Thorburn, New York City, 
has been reappointed to the Board of 


Medical Examiners for a term of 3 
years. 
NORTH DAKOTA 
Examinations January 2. Address 
Gordon L. Hamilton, D. O., secretary, 
Board of Osteopathic Examiners, 6-10 
Kresge Bldg., Minot. 


ournal A.O.A 
1950 


Dr. Hamilton was newly appointed 
to the Board for a term expiring June, 
1951. 

OHIO 

Examinations the first week in De- 
cember. Applications should be filed |,y 
November 21. Address James O. Wat- 
son, D. O., Osteopathic Examining 
Committee, 114 West Third Avenue, 
Columbus 1. 

OKLAHOMA 

Examinations November 9 in tie 
Skirvin Hotel, Oklahoma City. App)i- 
cations must be filed 15 days prior to 
the examination. Address Kendall & 
Rogers, D. O., secretary, Board of 
Osteopathy, 804 First National Ba k 
Blidg., Oklahoma City 2. 

OREGON 

Professional examinations in January 
at Portland. Address Mr. Howard |. 
Bobbett, executive secretary, Board of 
Medical Examiners, 608 Failing Bld .., 
Portland. 

Basic science examinations Decem! er 
2. Applications should be filed by No- 
vember 15. Address Charles D. Byrne, 
Ph. D., secretary, Board of Higler 
Education, Eugene. 

RHODE ISLAND 

Professional examinations January 4. 
Basic science examinations November 8. 
Applications for the basic science ex- 
aminations must be filed by October 25. 
Address all communications to Mr. 
Thomas B. Casey, Administrator of 
Professional Regulations, State Oflice 
Building, Providence. 

SOUTH CAROLINA 

Examinations November 21 in Colum- 
bia. Applications must be filed by No- 
vember 6. Address E. W. Pratt, D. 0O., 
secretary, Board of Osteopathic Exam- 
iners, 6 Glebe Street, Charleston 6. 

SOUTH DAKOTA 

Basic science examinations December | 
and 2 at the Medical School, University 
of South Dakota, Vermillion. Applica- 
tions should be filed by November 20. 
Address Gregg M. Evans, Ph.D., sec- 
retary, Basic Science Board, Yankton 
College, Yankton. 

TENNESSEE 

Examinations are held on the second 
Wednesday in February and the last 
Wednesday in July at Nashville. Ad- 
dress M. E. Coy, secretary, Board of 
Examination and Registration for Oste- 
opathic Physicians, 1226 Highland Ave. 


Jackson. 
TEXAS 


Professional examinations November 
9-11 at the Blackstone Hotel, Fort 
Worth. Applications must be filed by 
October 30. Address M. H. Crabb, 


STOMASEPTINE VAGINAL DOUCHE POWDER 


In leukorrhea . . . trichomonas vaginalis . . . vaginitis 
Two tablespoonfuls dissolved in two quarts of 
comfortably hot water. Dispensed: 2, 6, 14 and 32 oz. jars. 

f Clinical trial supply sent on request. 
ASTOMASEPTINE CORP., 150 WEST 28th STREET, NEW YORK I, N.Y. 


Dosage: 


40 
ater 
ten years 
of everyday 
‘use in 
| spinal 
anesthesia | 
| 
=i 
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fects about 


M. D., secretary, Board of Medical 
Examiners, Medical Arts Blidg., Fort 
W orth. 


VERMONT 
Examinations in January. Address 
Charles D. Beale, D. O., secretary, 
Board of Osteopathic Examination and 
Registration, Mead Bldg., Rutland. 


WASHINGTON 


’rofessional and basic science exam- 
inations in January. Applications for 
the basic science examinations should 
be filed 30 days in advance. Address all 
cc mmunications to Mr. Robert L. Smith, 
Director, State Department of Licenses, 
Olympia. 


WISCONSIN 
Professional examinations January 9 
in Madison. Address C. A. Dawson, 
M. D., secretary, Board of Medical 
Examiners,. River Falls. 
Basic science examinations- December 
2 at the Plankinton House, Milwaukee. | 


Felsol is well known 


Applications must be filed by Novem- 4 by physicians i ail nearly eid civi 
ber 25. Address Professor William H. | 2 : 
Barber, secretary, Board of Examiners | country” 


in the Basic Sciences, Ripon College, 


ee | 3. More than 10 thousand physicians | 


in the U.S. report gratifying results” 
October 31—Pennsylvania, $3.00. Ad- 
Sara secretary, with Felsol in their practice 


Bureau of Professional Licensing, Har- 
risburg. 

November 1—Missouri, $2.00. Ad- 
dress F. C. Hopkins, D.O., secretary, 


State Board of Osteopathic Registration that sol 

and Examination, 203 S. 6th St., Han- ooo my ive rr b re i hb: Kindly send professional 

sibel. is no experiment today, but a well [* sample of FELSOL 
During December—District of Colum- | proven medication for — 

bia, $2.00. Address Daniel L. Seck- treatment in asthma, hay fever, an 

inger, M.D., secretary, Board of Exam- | bronchitis. 

iners in Medicine and Osteopathy, | ... Evidence that you too can pre- 

— Municioal Bide. scribe FELSOL for these conditions 

ington. with confidence. City-Stote. 
January—Alberta. No reregistration. | 

AMERICAN FELSOL COMPANY, LORAIN, OHIO PLEASE PRINT PLAINLY 


of Physicians and Surgeons, Alberta. 


During January—Connecticut, $2.00. 
Add H. Wesley Gorham, D.O., - 
Outeopathic CHANGE OF ADDRESS Beaumont, Katherine Myers, from 827 Morgan 
520 West Avenue, Norwalk. AND NEW LOCATIONS 12. = to 2126 N.E. Eighth Ave., Portland 


During January—Minnesota, $2.00. J. Weston, from 1763 Broad St., to 222 Beck, Daniel, 
if. 


Address George F. Miller, D.O., secre- aut. wood, Ca 


tary, Board of Osteopathic Examiners, aa St., Harrisburg, Pa. Biesby, ~~ 516 Main St., to Box 
, 7 en ewton C., from 313 Sixth Ave., t 76, Coon Rapids, lowa 
Ave., 2. 718 pide. 121 S. Highland irom East Cleveland, 
uring January—Wisconsin, not more PP Ge d 10, to North Jackson 
rald C., from 2415 S. Atlant Boyd, Thomas F., » KCOS '50; 
than $3.00. Address C. A. Dawson, ““Bivd., to 2168 S. Atlantic Bivd, Los An- St. Monett, 
M.D., secretary, Board of Medical Ex- Bramnick, Zachary, PCO °50; Flint General 
aminera, River Falls. y — ox to Box 765 E. Hamilton Ave., Flint 5, 


WET DRESSINGS PRESTO- -BORO 


NUCARPON ® 


WDER R IN ENVELOPES 
OR IN TABLETS 


TATE" 
IC ALUMINUM ACE Compound 
SOLUTION N. -pRINCIPAL INGREDIENT OF BAS logistic properties in the symp Charcoal 
with astringent and antiphlog “for rapid healing Tablets for 
For wet sf inflammations, sprains, insect bites Antiseptic. Stable. Intestinal 
tomatic prone decongestive action. Accurate dosage. RMY & NAVY Dysfunction 


Fer BETTER 


STANDARD PHARMACEUTICAL CO., INC., 1123 Broadway, New York 


20 million Felsol Powders 


PLEASE MENTION THE JOURNAL WHEN WRITING TO ADVERTISERS Fegend £02. 

Eitel, Alta Walker, from Kirksville, Mo., to 
Box 88, Galt, Mo. (Name changed from 
Alta Irene Walker) 

Eidsides, Roy Kerr, from Upper Darby, Pa., 
to 117 E. Lafayette St., West Chester, Pa’ 

G. Irving, from Prospect St., to 12 
Pearson Ave., Hull, England* 

Theodore B., Montgomery, W. 


, to Squire, W. V: 
Fli Gene, KCOS 50: Bashline-Rossman 
Pine & Center Sts., 


Hospital & Clinic, Cor. 
Grove City, Pa. 

Friedman, Robert, from 25 N. Jefferson S:., 
to 1453 Linden St., Allentown, Pa. 

Fulton, Robert J.. from Kirksville, Mo., to 
524 Tenth St., Douglas, Ariz. 

Ralph DMS ’50; 726 Sixth Ave , 

t. 21, Des* Moines 9, Iowa 

Gillesie, William J., from Narberth, Pa., to 

1203 Earlington Road, Brookline, Have 


town, Pa. 

Hartsock, W. E., from 1202 Frederick Av-, 
to 1204 Frederick Ave., St. Joseph 56, Mo. 

Hase, Keigo, from Larned, Kans., to 77!» 
La Grange Ave., Cleveland 3, Ohio 

Hemingway, Thomas, from Los Angeles, Cali: , 
to 841 Bleeker Ave., San Gabriel, Calif. 

Herbert, V. Allen, from Riverside, Calif., 
Los Molinos, Calif. 

Hixson, Heber, from 4420 N. Second St., i 
2612 N. Monroe St., Albuquerque, N. Me 

Holdship, Eldred C., KCOS °50; Sagin: 
Osteopathic Hospital, 515 N. Michigan Ay: 
Saginaw, Mich. 

Hoyle, Clarence B., from Monett, Mo., to 5 
Old Natl. Bank’ Bldg., Spokane 8, Was! 


Irwin, F. B., from a Cherry St., to 709 |! 


Elm, Springfield, 
Jennings, Maxwell, from 136 E. South S:, 
Kalamazoo 5, Mich 


. to 138 E. South St., 
CH + (CHz)7 COON + = IODEX Kane, Elliot C., from Los Angeles, Calif., : 
15122 S. Crenshaw Blvd., Gardena, Cali/. 
Kegel, Daniel I., from 1714 N. 72nd St., « 
3200 W. National Ave., Milwaukee 15, W:; 
Kelch, John J., from Philadelphia, Pas to 470 
Township Line ot rexel Hill, Pa. 
Killgore, Z. W., KCOS ’50; Flint Osteopath ix 
CLE AND RHEUMATIC PAINS. Hospital, 416° W. Fourth St., Flint 4, Mich. 
ALSO HELPS RELIEVE THE LaFollette, Robert J., from Los Angeles, 
Calif., to 2858 Flower St., Huntington Park, 


ITCHING IN SKIN DISEASES. Calif. 
Lapham, Hewitt W., from 1515 Riverside 
aa to 3412 W. Magnolia Blvd., Burbank, 


YEARS OF CLINICAL EXPERIENCE 
MUST EVER REMAIN THE FINAL 
TEST OF THERAPEUTIC AGENTS 


1+ CH; (CH2)7 CHS 


IODEX (plain) 


for MINOR BURNS, WOUNDS 
AND ABRASIONS, ENLARGED 
GLANDS, BOILS, ABSCESSES 
AND MANY SKIN DISORDERS. 


1ODEX c Methyl Sal 
for STRAINS, SPRAINS, MUS- 


IODEX stimulates cell proliferation . . . promotes normal 
granulation . .. helps to restore the normal degree of 
skin acidity which counteracts infection. 


Lay, Edna Schoenek, from Route 3, Box 43(, 
to Route 3, Ojala, Ojai, Calif. 

Lind, L. R., 
Griggs Road, Houston 21, 

Lycan, John P., from 1033 S 
Elizabeth Court, Oak Park, 


Machacek, Joe A., COPS °50; Doctors Hospi- 
tal, Inc., 325 W. Jefferson Blvd., Los An- 
geles 7, Calif. 

Magoun, Harold I., Jr., KCOS ’50; 850 5S. 
Columbine St., Denver 6, Colo. 

Mansfield, Dolce C., from Santa Cruz, Calif., 
to 453 Webster St. + Palo Alto, Calif. 

Marsh, Marvin, from 151 N. Poinsettia Place, 
to 334 N. Western Ave., Los Angeles 4, 
Calif. 

Marshak, Rubin, KCOS ’50; Flint General 
Hospital , 765 E. Hamilton St., Flint 5, Mich. 

McClure, Ray L., CCO ’50; 3535 Sierra St., 
Los Angeles 31, Calif. 

McMurry, C. S., from Utica, Kans., to Guy- 
mon Osteopathic Clinic & Hospital, 1102 N. 
Main St., Guymon, Okla. 

Meador, Robert L., from 2 S. Central Ave., 
to 4 S. Central Ave., Clayton 5, Mo. 

Milliken, Charles, from 310 Park St., to Box 
91, Whittier, Calif. 

Mintz, Samuel, from 728 E. Lower Azusa 
Road, to 11378 E. Lower Azusa Road, E! 
Monte, Calif. 

Mossman, Edward C., from Chippewa Falls, 
Wis., to Box 107, Westside, lowa 


from 1914 Wyndale, to 4803 
Boulevard, to 2 


IODEX’ is an organic combination of iodine which by per- 
cutaneous absorption slowly gives up its iodine content. 


*IODEX cum ‘Sal (same 
Methyl Salicylate for its analgesic ef 


Samples and literature on request 


JAMES.LTD 10 WEST FORTIETH STREET, NEW YORK 18.N ¥ 


Broocker, Bernhard L., from 735 Windermere 


Ave., to 748 Drexel Ave., Drexel Hill, 
Bunn, Russell B., from Albuquerque, N. Mex., Devereaux, Albert K., from Bell Gardens, 
to Casey, lowa Calif., to 8335 Gonzaga Ave., Los Angeles 
Buxton, A. W., from 19 Boutelle Ave., to 15 45, Calif. 
College Ave.,. Waterville, Maine Ding, Lock Gee, from Los Angeles, Calif., to 
Castronova, Daniel C., from Los Angeles, 3307. Mission St., San Francisco 10, Calif. 
Calif., to 10449 Lanark St., Sun Valley, Doe, Stanley W., from York, Pa., to 915 N. 
alif. Second St., Harrisburg, Pa. 
Cohen, Bernard J., from Puledeiphie. Pa., Drennan, ar ao L., from St. Louis, Mo., to 
to 1116 Orleans Road, Elkins Park, Pa. 716 S. Hanley Road, Clayton 5, Mo. 


Davidson, D. M., from St. Louis, Mo., to 
611 E. Harrison St., Kirksville, Mo. 


Cane, os illiam C., from New Orleans, La., 
to 1410 Shermer ‘Ave., Northbrook, Ill. 

Couch, 5h S., from Guymon, Okla., to Box 
126, Texhoma, Okla. 


Earhart, Ralph, from Mountainair, N. Mex., to 
301 S. Roselawn, Artesia, N. Mex. 

Edelman, ‘William, from 2455 Prospect Ave., 
to 2717 Rochester Ave., Kansas City 1, Mo. 


Myers, Charlotte S., COPS °50; 3224 Hunter 
St., Los Angeles ’23, Calif. 
Nelson, C. R., from Ottawa, IIl., to 

Broadway, San Antonio 9, Texas 


3814 


Sedation 
and Euphoria 
for Nervous, 

Irritable Patients 


of Valerian 0.05 gm. dispergentized for maximum efficiency. 


Each tablet contains Ext. 
Odorless and tasteless. Non-habituating. ACTION AND USES: A mild central nervous system 


depressent. For use in emotional upsets, anxiety stutes, nervous insomnia, the nervous 
syndrome of the menopause and of arteriosclerotic subjects. 
1 of 2 tablets as required or 3 on retiring. 
STANDARD PHARMACEUTICAL CO., INC. 


Bottles of 50, 100 & 500. 
1123 Broadway, New York 
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Norton, Charles W., from 323 Geary St., to 
1110 Taraval St., San Francisco 16, Calif. 
Olson, Wilmer R., from 316 Gladys Ave., to 

1785 Orange Ave., Long Beach 6, Calif. 

)sborne, Porter Boyd, from First Natl. Bank 
Bidg., to 311 Weldon St., Latrobe, Pa. 

-arrish, John W., from Chicago, to 211 
Bank of Galesbars Bidg., Galesburg, Il. 

orzsolt, Ernest, from Flint, Mich., to 

115 Mill St., ‘bridge, Mich. 

K ffenberg, M. G., from 801 Tampa Theatre 

Bidg., to 1103 Swann Ave. .. Tampa 6, Fla. 

_ynesford, J. D., from Hillsboro, Kans., t to 
17 N. Main St., Garden City, Kans. 
edel, Carl O., COPS 50; 5759 Clemson St., 

Los 16, Calif. 

Jiemann, .. from Kirksville, Mo., to 611 

fichigan ‘Nail, Bank Bldg., Battle Creek, 

Mich. 

tiley, Alice, from Dallas, Texas, to R.F.D. 1, 
Seagoville, Texas 

Ro! bien Richard R., from 204-05 Concordia 

k Bidg., to Concordia Clinic, 828 Main 
Mo. 

Rosenberg, Paul R., from Glendale, Calif., 
to Maywood Hospital, 4400 E. Slauson Ave.. 
Maywood, Calif. 

Rowan, Sandford J., from Fontana, Calif., 

520 Brooklyn Ave., Los Angeles 63, Calif. 
Reseliien, Marvin L., from Bakersfield, Calif., 
to 405 Pier Ave., “Hermosa Beach, Calif. 
Satterthwaite, Thomas C., Jr., from 76 Butler 

Ave., to 140 Butler Ave., Ambler, Pa. 

Schmidt, Frank A., from Springfield, Pa., to 
604 Roshek Bidg., Dubuque, Iowa 

Schuck, John A., COPS ’ 50; Doctors Hospital, 
Inc., 325 W. Jefferson Bivd., Los Angeles 7, 
Calif. 

Schwab, Kenneth IL., from Seattle, Wash., to 
101 Bldg., Port Angeles, 
Wash. 

Schwartz, Harold, COPS ’°50; 310 Garfield 
Ave., Montebello, Calif. 

co, Kent L., from 112 N. Bright St., to 
1i1 N Washington Ave., Whittier, Calif. 

Seelye, Robert L., from Lansing, Mich., to 
Box 231, Central Lake, Mich. 

Simmons, Wilson H., from Hazel Park, Mich., 
to 33512 Five Mile Road, Plymouth, Mich. 

Sinsabaugh, E. D., from Flushing, L., 

, to ‘ 10 Powells Cove Blvd., W hite- 


> 


stone, 
cult, G. Abbott, from 106 W. Chapman Ave., 
217 E. Chapman Ave., Orange, Calif. 

Smith, Hunter R., from 801 38th Ave., N., to 
2227 Fourth St., N., St. Petersburg 6, Fla. 

Smith, Robert J., from 301 N. Easton Road, 
to 2230 Oakdale Ave., Glenside, Pa. 

Stach, Edward J., from Detroit, Mich., to 
Box 184, Mio, Mich. 

Staff, Leonard, Jr., from Safford, Ariz., to 
119 W. Eighth St., Tempe, Ariz. 

Stern, Philip, from 30414 Washington St., to 
219 Franklin St., Grand Haven, Mich. 

Still, Andrew T., from Macon, Mo., to Still- 
Hildreth Osteopathic Sanatorium, Route 6, 
Tulsa 15, Okla. 

Stingley, Luther A., from Wilmington, Ohio, 
to Mecosta, Mich. 

Stone, Jerome B., from Independence, Mo., to 
Box 157, Normangee, Texas 

Sturchio, Lawrence E., from 3814 W. Slauson 
Ave., to 6828 La Tijera Blvd., Los Angeles 
45, Calif. 

Sullivan, Leigh R., CCO °49; Chicago Osteo- 
as Hospital, 5250 S. Ellis Ave., Chicago 

Swoger, Robert J., from 1000 Market Ave., 
Tike to 721 W. Tuscarawas St., Canton 2, 


Taylor, Frank H., COPS °50; Los Angeles 
‘ounty Osteopathic Hospital, 1100 N. Mis- 
sion Road, Los Angeles 33, Calif. 

Tedrick, C. A., from Denver, Colo., to 121 W. 
Camelback Road, Phoenix, Ariz. 

Thatcher, Loren J., from 340 E. Pastime Road, 
to 2315 E. Hawthorne St., Tucson, Ariz. 
Tillmann, Audrey, from Tarzana, Calif., to 

323 18th St., Bakersfield, Calif. 

Tomayko, William A., from Miami, Fla., 
Detroit Osteopathic Hospital, 12523 Third 

Ave., Detroit 3, Mich. 


‘support for this hernial patient 


A Spencer as shown was applied January, 1947. Within 6 months, reduction 
of hernia and loss of body bloat was such that the patient's dress size was 
reduced from 52 to 44. She now leads an active life, appreciates the cosmetic 
results. 


Individually designed for her specific needs, Spencer improves her posture, 
supports the abdominal wall, raises the diaphragm, uplifts the ptosed breasts. 
Made of non-elastic materials, the support will not yield or slip under strain, 
assuring maximum safety. Benefits are continuous—because each Spencer is 
guaranteed NOT to lose its shape. A support that stretches or otherwise 
loses its shape loses its effectiveness. 


Spencer Supports for men, — ————————— — — — 
women, and children are each | spencer, INCORPORATED 
individually designed for each 129 Derby Ave., New Haven 7, Conn. 
patient. Canada: Spencer, Ltd., Rock Island, Que. 
| England: Spencer, ltd., Banbury, Oxon. 
MAIL coupon at right — or | Send free Spencer Booklet for Physicians to: 
PHONE a dealer in Spencer 
Supports (see “Spencer Cor- 
setiere,” “Spencer Support 
Shop,” or Classified Section) po 


— — - 0.90 


SPENCER SUPPORTS 


Tremper, Lawrence V., KCOS ’50; Grand Walker, Stephen D., from Dayton, Ohio, to 


Rapids Osteopathic “Hospital, 1225 Lake 8923 Middlebelt Road, Garden City, Mich. 
Drive, S. E., Grand Rapids 6, Mich. Weston, Edith S., from 407 W. Line St., to 
A 412 Masonic Temple Bide, 746 W. Elm St., Bishop, Calif. 
to 5 eliows temple, Kaleig 
CCO °'49; 95 Alger St., De- Harlan, Carthage, Mo., to 
troit 2, ich. bee 


Walsh, Vincent I., from 4533 N. Fifth St. to  Wininger, Vern, from Waynesville, N. C., to 
5920 Rising Sun Ave., Philadelphia 20, Pa. Ottawa Arthritis Sanatorium & Diagnostic 
Warren, Kenneth E., from 4519 N. Fourth Clinic, Ottawa, IIl. 
St., to 4529 N. Fourth St., Albuquerque, Young, Morris H., from 3301 Buena Vista, to 
N. Mex. 11237 E. Seven Mile Road, Detroit 5, Mich. 
Witt, Harold W., from 1114 Broadway, to Zarowitz, Daniel G., from Maywood, Calif., to 
Osteopathic Hospital of Kansas City, 926 4847 Bellflower Bivd., Lakewood Park, Long 
E. 11th St., Kansas City 6, Mo. Beach 8, Calif. 


The Ethical Topical Anodyne — 
3 T-U -LO L that Controls...PAIN in muscle, 
HUXLEY PHARMACEUTIcats inflammations 
521 FIFTH AVENUE, NEW YORK, N, Y. 


METHYL SALICYLA 
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Residency in| 


ROENTGENOLOGIST — | 

Roent enology available at once or | 
by Octo Three year aperoved 
training. One year internship required 
Grand Rapids Osteopathic Hospital. 
Arthur H. Witthohn, D.O., Lak« 
Drive, S. E., Grand Rapids, Michigan | 


FOR SALE—RECONDITIONED X-RA\‘; 
electromedical amd _ electrocardiogra:h 
equipment; available at all district ott e 
in United States and Canada; prices :- 
clude installation and operating instr: «- 
tions by engineers. Writ«: 
RN- Co: 4855 Electric 
Avenue, Milwaukee 14, Visconsin. 


“PELVIC INFECTIONS’’—Send for fr 

ee reprints and data, describi: 
an impo advancement in the tre 
ment infections. Ti 
Dept. 6 W. Montrose Ave., Chica 
18, Illinois. 


| 
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for quick, accurate 
blood pressure readings 


ES, for 43 years, T'ycos* Aneroid has meant the ultimate in quick, 

accurate blood pressure readings. 48 years of scientific experience 
and know-how are packed into your Tycos Aneroid. Many Tycos 
Aneroids have given over a quarter-century of dependable service and 
are still going strong. Here are 8 good reasons why your next sphyg 
should be a Tycos Aneroid: 


1. GUARANTEED TO REMAIN ACCURATE . . . unless misused! 


2. 10-YEAR GUARANTEE . . . Manometer readjusted free of charge—even if 
you drop it! (cost of broken parts extra) 


3. TWME-SAVING .. . Zip open case... Circle Cuff around arm . . Hook 
... and it’s on! 


4. POCKET-SIZE . . . Weighs only 19 oz. . . . Easily fits coat pocket. 


5. GREATER PROTECTION DURING USE. . . Gage securely attached to Cuff 
minimizes accidental dropping. 


G6. EASIER TO USE . . . Hook Cuff fits any size or shape adult arm... 
Can’t balloon at edges. 


7. ROOMY ZIPPER CASE . . . Easily holds the completely, ready-to-use in- 
strument. No fussy packing! 


8. FULL RANGE DIAL . . . Reads up to 300 mm. 


On display at your surgical supply dealer’s. Taylor Instrument Com- 
panies, Rochester, N. Y., and Toronto, Canada. 
zipper case to slip easily 


Tycos Aneroid 


TAYLOR INSTRUMENTS MEAN ACCURACY FIRST 


*Registered Trade-Mark 


Complete with popular 
Tycos Hook Cuff, and 


AVAILABLE NOW in Oklahoma—th::e 

good towns without a doctor. Ned 
medical care badly. All close to register d 
Osteopathic Hospital. Contact Dr. Fred 
H. Erhardt, 1327 Iowa Avenue, Chickas):, 
Oklahoma, or Phone 827. 


R SALE: Equipment and long os 
lished practice in_ excellent 
Reasonably priced. Further information 
on request. x 9504 THE JOURNAL. 


EMBOSSED BUSINESS CARDS, Thin\u- 
cent DeLuxe beautifully em- 
: 1000 $3.10 oat pad. Send jor 
samples. | W. GRO! Office Address 
P. O. Box 1282, Oakland 4, California. 


FOR SALE: Reconditioned and guaran- 

teed used Anatomotors that have been 
traded in for new models. Hill Labora- 
tories, Malvern 2, Frazer, Pa. 


FOR SALE: Dierker, Institutional Model 

Colonic Irrigator, Gautschi, built-in 
toilet bowl. Complete for $250.00 F.O.B. 
Portland, rence. Ww . Cusick, D.O., 
928 S. W. Yamhiil. 


WANTED: Position as assistant or asso- 

ciate with busy fen neral practitioner in 
Michigan. Greater troit area preferred. 
Have had internship, medical residency 
and three years rural practice. Salary 
or percentage. Box 10503 THE JOURNAL. 


WANTED: Assistant in 25 bed hospital 

and clinic in Missouri, preferably with 
intern experience. Remuneration on com- 
mission basis. No investment required, 
Tt ene to work. Box 10502 THE 


FOR SALE: Office in home in nice resi- 
dential district. Practice established 35 
years in a good | ee field. Box 
10501 THE JOURNAL 


OPPORTUNITY—NO doctor in Parnell, 

Missouri and surroundin Good 
guaranteed any 
Thurman. General Osteopathic 
Marysville, Mo. 


Hospital, 


FOR SALE: Ten year old strictly manipu- 

lative practice in Southern California 
leading resort city. World's largest naval 
air station adjoining. Population 18,000. 
Terms: $5,000 cash or $3,000 minimum and 
the balance in monly Write 
Box 10506 THE JOU 


OPPORTUNITY—Physician willing to in- 
vest some money for a real association. 
Details upon request. I will teach my 
assured. Box 105% 


EXCELLENT OPPORTUNITY in estab- 
lished industrial and emergency hospi'«! 


including general practice. Salary and 
commission and/or partnership. 
For full particulars write M. Lake, 
D.O., 805 W. 57th Street, “Angeles 
Calif. 

FOR SALE: Well established practice n 
New Hampshire. City of 13, Only 


osteopathic office and 
cation. Have practiced same office /8 
years. Box 1 THE JOURNAL. 
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Ideal 
for 
the 

Colitis 

Patient 


Why 
Prefer It 


Relieves hyperacidity 
without gas or acid-rebound. 


Does not interfere 
with normal digestion. 


Cannot cause alkalosis. 


Accelerates healing 
of ulcers and inflamed mucosa 
by soothing demulcent action. 


Gentle and effective. 


Corrects and prevents 
stubborn constipation. 


Neutralizes digestive irritants 
by selective colloidal adsorption. 


No alkali. No laxative drugs. 
Safe and dependable for all ages. 


Mail coupon for Introductory Offer 


ERGOAPIOL (Smith) with SAVIN 


MARTIN H. SMITH COMPANY « 150 LAFAYETTE ST., NEW YORK 13 
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relieve the shain of 
CHRONIC IRREGULARITY 


aberrations of the menses suggest that normal 

unction has overstepped the bounds of physiologic 
limits—the physician is often confronted with a con- 

dition which proves highly distressing to the patient. 

For such cases (as in amenorrhea, dysmenorrhea, menor- 
rhagia and metrorrhagia), many physicians rely on 
Ergoapiol (Smith) with Savin as the product of choice. By 
its unique inclusion of all the alkaloids of ergot (prepared 
by hydroalcoholic extraction), and the presence of apiol 
and oil of savin—Ergoapiol (Smith) with Savin provides 
a balanced and sustained tonic action on the uterus, 
affording welcome relief in many functional catamenia! dis- 
turbances. It produces a desirable hyperemia of the pelvic 
organs, stimulates smooth, rhythmic uterine contractions, 
and also serves as an efficient hemostatic and oxytocic 
agent. General dosage: 1 to 2 capsules 3 to 4 times daily. 
Write for your copy of the new 20-page brochure: "Menstrual 

Disorders—T heir Significance and Symptomatic Treatment’ 

Supplied only in ethical packages of 20 capsules. 


THE ESSCOLLOID CO., INC. 
1620 Harmon Place 
Minneapolis 3, Minn. 
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THOMAS J. MEYERS 
Ph.D., D.O., F.A.C.N. 


Psychiatrist 


The Evergreen Sanitarium 


234 East Colorado Street 
Pasadena 1, California 


ANTHONY E. SCARDINO, D.O. 
Practice Limited to 
Dermatology & 
Syphilology 


929 Bryant Building 
Kansas City, Mo. 


J. Paul Reynolds, D.O. 


Roswell Osteopathic Clinic 
and Hospital 


401 N. Lea 
Roswell, N. Mex. 


Cecil D. Underwood, D.O. 


Practice limited to 


DERMATOLOGY 
and 


SYPHILOLOGY 


416 West 8th Street 
Los Angeles, California 


LEE R. BORG 
D.O., F.A.O.B.Pr. 
Certified by the A.O.B.P. 
Proctology 
1130 West Santa Barbara Avenue 
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AXminster 7149 


COLORADO 


HAROLD COE, D.O. 


F.A.O.C.Pr., 
Proctologist 


501 Pine St. 
St. Louis 1, Mo. 
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Cosmo Cutting Unit 
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Treat the 
BASIC TROUBLE 


ter muscles 
often yield to mechanical 
stimulation with YOUNG’S 
RECTAL DILATORS re- 
sulting in a return to normal 
bowel tone. 


CHILDREN’S 
4 graduated sizes 


0, 1, 14, and 2 


Adult set, 4 sizes 

Child set, 4 sizes 

At druggists and surgical supply see 
® Greater than 60% improvement according to Finkel 
and Levine. “Rectal Dilators in the Treatment of Con- 
stipation,” Jour, Lancet, Minneapolis, Dec., 1948. p. 467. 


F. E. YOUNG & COMPANY 


420 E. 75th Street, Chicago 19, Illinois 


YOUNGS 
RECTAL 
DILATORS 


ADULTS’ 
4 graduated sizes 
1, 2, 3, and 4 
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LARSON’S ADHESIVE BALM 
REDUCES SKIN IRRITATION 
DUE TO TAPING 


Larson’s Adhesive Balm protects 
the skin with a film that acts as 
an effective adhesive; retards bac- 
terial and fungus infection be- 
neath tape and eliminates the dis- 
comfort usually associated with 
the removal of adhesive plaster. 
Vitamin A increases skin resistance 
E repeated taping with a mini- 
mum of irritation. Buy from your 
Supply House, or write to Larson 
Laboratories for FREE sample. 


LARSON LABORATORIES 


ERIE, PENNSYLVANIA 


Without Imprinting 
Annual 
Contract 


each 
7¥ac each 


Delivered to 
Your Office 


Under 200 copies 
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Mailed Direct 

to List 
Under 200 copies 
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Single 
Order 
9c each 
8c each 
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9%c each 


Imprinted 
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each 
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10ceach 10%c each 


(Postage regulations call for lc additional postage on im- 
printed O.M.’s. This is included in above prices.) 

*We do not accept imprinted orders for less than 50 Mag- 
azines. . 


Osteopathic Magazine Order Blank 


Imprint Plate Charges 
Original plate set-up on contract orders—free. 
Original plate set-up on single orders—$1.00. 
(No charge if plate is on file.) 


Changes in set-up, $1.00 each time, whether contract or 
single orders. 


American Osteopathic Association 
212 E. Ohio St., Chicago II, Ill. 
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Attach copy for professional card to this order blank 
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Between office visits suggest 
this topical therapy for 


MUSCLE 


Lumbago and Neuritis Discomfort 


Between professional visits, your pa- 
tients should welcome this topical 
analgesic, counter-irritant, deconges- 
tive home py. Suggest that they 
ae the affected area with Mus- 
terole. 


Musterole with massage helps in- 
crease topical circulation and brings 
fresh blood to the affected parts for 
symptomatic relief. A clean white 
rub that will not stain the clothing. 


The only rub made in 3 different 
strengths: Children’s Mild for tender 
skin. Regular for adults and Extra- 
Strong Musterole for more distressing 
cases. 


Roerig, J. B. & Co 
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SY, Vow 


Now—when standards have been set 
up for all phases of the practice 
of the healing arts; 
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Now—when the public has accepted 
these standards, has begun to 
require that these standards be 
met ; 


Now— is the time to tell the public 
how the osteopathic profession, 
with its colleges and hospitals, 
has met these standards; 


Now- is the time to send your patients 

*OsTEOPATHIC MaGazINE so that 
they may judge osteopathy for 
themselves. 


In the November Issue : 


Manipulative Therapy — Vanguard 
You can send OsTEopATHIC MaGazINE ~ Against Disease—a descriptive article 
to your patients for as little as 8'2 explaining the value of osteopathic 
cents for each copy if you have a yearly manipulative therapy, in terminology 
contract. For a slight additional cost— understandable to the public. 
only $1 per 100 copies—you can have 
your name imprinted on each copy. Upon the Rocks of Adolescence—a story 
Minimum cost creates maximum good setting forth some of the common prob- 
public relations. lems faced both by parents and by 
children during the child’s adolescent 
years. 


See Page 47 for Order Blank 
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SRRECTIVE HEMATINIC 
(OR THE ANEMIAS OP . .. 


AN 
EFFECTIVE 
HEMATINIC 
FOR 


ALL HYPOCHROMIC ANEMIAS..... HEMOSULE 


The recommended daily dose of 
6 HEMOSULES* provides... 


15 grains of dried Ferrous Sulfate, U.S.P., equivalent to 285 mg. 
of assimilable iron or 28 x M.D.R.T 


Thiamin hydrochloride (Vitamin B,) 6.0 mg. (6 x M.D.R.t) 
Riboflavin (Vitamin B.) 6.0 mg. (3 x M.D.R.t) 
Ascorbic acid (Vitamin C) 90.0 mg. (3 x M.D.R.t) 
Niacinamide** 24.0 mg. 
Pyridoxine hydrochloride (Vitamin Bs)*** 3.0 mg. 
d-Panthenol (equiv. to 3.0 mg. 

Pantothenic acid)*** 2.82 mg. 
Folic acid*** 1.2 mg. 
liver Fraction 2 (15 grs.) 972.0 mg. 


tMinimum daily adult requirement. 


**The minimum daily requirement for niacinamide has notbeen WW TL LIAM R. 


established. 


***The need for pyridoxine hydrochloride, pantothenic acid and 
folie ecid in human nutrition has not been established. New York 


Los Angeles 
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EFFECTIVE 
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FOR 


ALL HYPOCHROMIC ANEMIAS..... HEMOSULES* ‘Warner’ 


The recommended daily dose of 
6 HEMOSULES* provides... 


15 grains of dried Ferrous Sulfate, U.S.P., equivalent to 285 mg. 
of assimilable iron or 28 x M.D.R.t 


Thiomin hydrochloride (Vitamin B,) 6.0 mg. (6 x M.D.R.t) 
Riboflavin (Vitamin B.) 6.0 mg. (3 x M.D.R.t) 
Ascorbic acid (Vitamin C) 90.0 mg. (3.x M.D.R.t) 
Niocinamide** 24.0 mg. 


Pyridoxine hydrochloride (Vitamin Bo)*** 3.0 mg. 
@-Panthenol (equiv. to 3.0 mg. 


Pantothenic acid)*** 2.82 mg. 
Folic acid*** 1.2 mg. 
liver Fraction 2 (15 grs.) 972.0 mg. 


tMinimum daily adult requirement. : 


**The minimum dolly requirement for LIAM R. WARNER 
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***The need for pyridoxine hydrochloride, pantothenic acid 
folic acid in human nutrition has not been established. 
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reduce this risk to the 


By prescribing the Lanteen 


Jelly method of contraception. the 


‘ian assures his patient: 


DEPENDABLE TWO-WAY PROTECTION. Com- 
»ined use of the Lanteen Flat Spring Dia- 
agm and Lanteen Jelly provides effec- 
emechanico, chemical protection 


cS 


phragm. the potent, 
- destroying action of the jelly. 


ot the improved Lanteen en- 


‘Spring Diaphragm and-Jelly, return visi 


for periodic fittings enable the doctor 

correct faulty patient technique, make 
essary changes in the diaphragm size 

on the patient’s health. 


LANTEEN MEDICAL LABORATORIES, INC., 2020 Street, 
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; TO MINIMIZE THE ELEMENT OF CHANCE | q 
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discoura es over-th counter prescribing. 
With nad nse ofthe Lanteen Flat 
anston, Illinois 
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